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WHAT !S A GENERAL PRACTITIONER? 
What sort of person is he... or she? He has been 
described as the bockbone of the profession. Guide, 
philosopher and friend of the poor, the sick and the 
suffering. The focal point of the N.H.S. The captain of the 
health team. A finger post to the specialist. A sorting clerk. 
Look at him through Luke Fildes’ eyes . . . and then 
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through Bernard Shaw's. 


Is he the same man? 


But whatever he is and however he is described, he is 


AND THE 


always ot the crossroads or in the front line of the attack 


on disease. 


GENERAL 
PRACTITIONER 


AN EXACTING VOCATION 


The G.P. has to know something about 
everything in medicine. He has to be 
resourceful and quick to act at any time of 
night or day, week in, week out. He has to 
keep up to date, to know what among the 
profusion of modern drugs is the best for 
all the illnesses in the medical calendar. He 
must know what surgery can do for the 
patient with mitral stenosis. He must know 
when psychiatry may be able to help his 
patient—and when it may make matters 
worse. He must have the strength of mind 
to help his patient withstand the gratuitous 
advice thrust at him by the big brother voices 
(and faces) of the mass media. 


SELECTIVE READING 


All this with so little time to sit and think, or 
sit and read. Yet read he must. The B.M.J. 
provides a rich profusion of material to 
choose from—far too much for a busy man. 
But the principle of ‘selective reading’ will 


Medicine is exciting because it never stands still. 
Journal helps the general practitioner to keep in the forefront of progress. 


And so the catalogue goes on . . . sentimenta! 
melodramatic, sceptical by turns. 


But to everyone, he is 


a human being intimately involved in the problems of 
life and death of other human beings. 


see him through. He can choose the obvious 
plain tales from the hills in refresber course 
articles and ‘Any Questions?” The section 
on vital statistics gives a current guide to the 
infections of the month. Leading articles 
give him a sceptical view of the pharmaceuti- 
cal ‘detail man’s’ enthusiasms. The cor- 
respondence columns give him the gossip of 
the medical market place. 


A LIFE OF STUDY 


Modern medicine in the making is recorded 
in original articles. Some may be more 
original than others, but all are the product 
of hard work in hospital, laboratory, and 
general practice . . . British medicine at its 
best. ‘Selective reading’ is imperative here. 
Time to sit and read, and think. Modern 
medicine demands this. The B.M.J. can’t 
provide it, but armed with the slogan 
‘selective reading’ the busy G.P. (and what 
G.P. isn’t busy) can use his limited time and 
leisure to acquire a lot of learning with a 
little study. 


The British Medical 


BRITISH MEDICAL JOURNAL 


Publishing Manager, 


B.M.A. House, Tavistock Square, London, W.C.1 


ANNUAL SUBSCRIPTION 


United Kingdom and Irish Republic £7. 7s. 
Abroad £4. 4s. U.S.A. and Canada $13.50. 





THE PRACTITIONER 











British Pharmaceutical Codex 
1959 


The seventh edition of the British Pharmaceutical Codex, just published, 

provides the latest available information on the properties, standards, 

actions and uses, contraindications, dosage and formulation of nearly 
1000 medicinal substances in current use. 


There are 70 new monographs — 78 new formule — 3 new appendixes 


The Codex has been compiled by the aid of ten committees and sub- 

committees on which over 100 experts in their particular spheres have 

served. In addition approximately 50 specialists have prepared and 
commented on proposed new and amended formule. 


Pp. xxxii +1302. Price 70s. (Packing and postage 2s. 6d., overseas 4s.) 
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CLINICAL RADIOLOGY 


The Journal of the Faculty of Radiologists 


Editor: DAVID SUTTON, M.D., M.R.C.P., F.F.R. 
President: D. W. SMITHERS, M.A., M.D., F.R.C.P., F.F.R. 


Contents: 

“Some Problems in the Metabolism of Radioactive Materials in the Human Body” by W. V. 
Mayneord. “ Total Thoracic Irradiation Combined with Intravenous Injection of Autogenous 
Marrow” by K. A. Newton. “ Marrow Transplantation after Radiation: An Experimental 
Approach to the Immunological Complications " by K. A. Porter. “ The Effects of Radiation 
on the Lungs in the Treatment of Carcinoma of the Bronchus ” by Thomas J. Deeley. “* Haemo- 
philia and Christmas Disease” by J. H. Middlemiss. ‘‘ Non-Osteogenic Fibroma of Bone” 
by W. M. Purcell and F. Mulcahy. “ Ward Barium Meal Examination in Acute Gastro-Intestinal 
Haemorrhage ” by Dermot F. Cantwell. ‘ Sideropenic Webs in Men” by F. J. Brunton and 
R. E. Eban. 


QUARTERLY SUBSCRIPTION PRICE £3 3s. per annum post free. 


Extract from Editorial 

The increasing circulation and the international status now enjoyed by the journal led to the 
proposal to change to a less parochial title. It has been unanimously agreed by Council that the 
new title chosen “CLINICAL RADIOLOGY, The Journal of the Faculty of Radiologists "’ fittingly repre- 
sents the aims and nature of our journal. It should be made clear that the change in title implies no 
change in policy. That policy remains now, as before, the publication of scientific papers of interest 
to diagnostic radiologists and to radiotherapists, with the main emphasis on clinical radiology. 


Published by 
* E. & S. LIVINGSTONE, LTD., TEVIOT PLACE, EDINBURGH x 
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MODERN TREATMENT 
YEARBOOK 1960 


Edited by Sir Cecil Wakeley, BT., K.B.E., C.B., LL.D., M.CH., 
D.SC., F.R.C.S., F.R.S.E., F.A.C.S., F.R.A.C.S. 





Now in its twenty-sixth year, the Modern Treatment Yearbook provides 
once again an unrivalled opportunity for the general practitioner to keep 
himself up to date with the latest therapeutic methods. 


Each of its thirty-two chapters deals fully and concisely with a frequently 
encountered condition, and each is written by a leading authority on his 
subject who presents simply and clearly the most effective methods of 
management and treatment—all of which have been thoroughly tested and 
are the results of hospital experience. 


There is no substitute for the Modern Treatment Yearbook—it is an 
essential part of every doctor’s equipment. 











320 pages 32 plates 33s. postage 2s. 3d. 
BAILLIERE, TINDALL & COX 


7 & 8 HENRIETTA STREET, LONDON, W.C.2 
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by Grantly Dick-Read, M.D. 
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of Obstetrics — Motherhood from 
Many Points of View—A Philosophy 
of Childbirth—Anatomy and Physio- I= THIS ISSUE OF 
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of Pain Interpretation — Fear — “THE PRACTITIONER 
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276 pages. 16 plates 12s. 6d. net 
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MEDICAL 
TERMINOLOGY FOR 
RADIOGRAPHERS 


by Paul M. Davies, M.B., F.F.R. 
With some understanding of the 
nature of the medical conditions of 
patients under examination, radio- 
graphers are able to carry out their 


duties much more efficiently. This 
book provides a source of basic infor- 
mation which can be rapidly con- 
sulted. It is included in the list of 
reading recommended to students by Agreeable basic therapy by 
the Society of Radiographers. Benger for all peptic ulcera- 
240 pages. 15s. net tion. Does not cause alkal- 
osis, maintains vitamin and 
phosphorus absorption. 


Wm. Heinemann Medical Books Ltd., 
15-16 Queen Street . London, W.! 
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MEDICAL MANAGEMENT OF THE MENOPAUSE 
by M. B. GOLDBERG 
98 pages Illustrated with colour 
THE MEGALOBLASTIC ANEMIAS 
(Medical Monographs No. 18) 
By VICTOR HERBERT M.D. 


PSYCHOPATHY 
A Comparative Analysis of Clinical Pictures 
By CARL FRANKENSTEIN, Ph.D. 
200 pages 48s. 
THE FLUIDS OF THE PARENTERAL BODY CAVITIES 
(Medical Monographs No. 19) 
By P. D. HOEPRICH, M.D., and J. R. WARD, M.D. 
98 pages 
PROGRESS IN NEUROLOGY & PSYCHIATRY 
Volume XIV 
Edited by E. A. SPIEGEL, M.D. 
656 pages 
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for physicians, surgeons, radiologists, _ 
pathologists, with topical and authoritative 
A NEW articles on all aspects of gastroenterology. 


SPECIALIST ous one (March 1960) contains among 


others, papers on the early diagnosis of the 
JOURNAL causes of haematemesis, on intestinal 

pseudo-obstruction with steatorrhoea, 

and on aspects of gastric secretion. 


Published quarterly G U TT 


Annual Subscription £3 is edited by Mr. Harold Edwards, with 
U.S.A. and Canada $/0 Dr. F. Avery Jones as editorial secretary, 
supported by an expert committee. The 
quality of illustrations and their reproduction 
aguher Gem will be a special feature of this journal. 
Publishing Manager, 


B.M.A. House, G U T 


Tavistock Square, the Journal of the British Society of 
London, W.C.! Gastroenterology is published by the 
British Medical Association. 
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From your usual subscription 
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Ever-increasing range 
of Heinz Baby Foods 


provides variety and nourishment at 


crucial stage of baby’s development 


In response to continued demand, more varieties 
are being added to the Heinz Baby Foods range, 
which now numbers 32 varieties. 

A total of 9 Junior Foods enables mothers of 
older babies to provide varied and nourishing 
dinners daily, with the minimum of fuss and bother. 


An authoritative reference 

Just out! book on nutrition in health 

A valuable book and disease for physicians, 

on nutrition! i¢titians, nurses and home 
economists, has just been pub- 
lished under the editorship of 
6 eminent specialists in nutri- 
tion. 

Over 400 pages of text, 
charts, sample diets and tables 
| summarise up-to-date, accep- 
| ted information in a clear and 
| concise manner. 

Published b w-Hi , 
Publishing Aa pos. to | Details from your Travel Agent 
able through any bookseller. A.A., R.A.C. or direct from 
Price 45/- SILVER CITY AIRWAYS LTD 


62 Brompton Road S.W.3. KEN 4567 
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MEDICINE and SCIENCE 
and Allied Subjects 
Catalogues sent on request 


LENDING LIBRARY 
Medical and Scientific 
Annual subscription from £1 17s. 6d. 


The Library Catalogue revised to December 
1956. Pp. xii + 1178. To Subscribers £! . 5s. 
net, to non-subscribers £2 . 2s. net, postage 2s. 


Bi-monthly List of New Books and New Editions 
added to the Library sent post free on request 


Prospectus post free on request 


H. K. LEWIS & Co. Ltd. 
136 Gower ‘Street, London, W.C.1 
Telephone EUSton 4282 (9 lines) 

















Hyperacidity ? 


Presentation: 50 tablets in 
6 rolis of 10—N.H.8. Price 
2/-. Also in gel form. 
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Insuring Against 
Medical Charges 


A 20 per cent 
Saving for Subscribers 


Subscribers of The Practitioner are en- 
titled to join The Practitioner Group 
of the British United Provident 
Association, which accords them a 20 
per cent reduction in the rates of 
annual subscription. 
This scheme covers payment of medi- 
cal and surgical fees in six services: 
(1) hospital pay-bed and registered 
nursing home maintenance 
(2) home nursing 
(3) surgeons’ and anzsthetists’ fees 
(4) fees of specialists in hospital or 
nursing home 
(5) deep X-ray therapy and 
(6) other specialist services as an in- 
or out-patient. 
An extra benefit for Practitioner 
subscribers is immediate cover on 
acceptance instead of the normal 
waiting period of three months. 


The Group Secretary, 
The B.U.P.A. Practitioner Group, 
5, Bentinck Street, London, W.1 
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SPENCER BREAST SUPPORTS 
as treatment aid in breast conditions 


When you prescribe a 
Spencer Breast Support 
you are assured that it 
will meet your specific 
requirements, as well as 
the patient’s individual 
needs, because it will be 
especially designed for 
the one patient who is to 
wear it. 


Designed for conditions 
of : Mastitis, Ptosis, Stasis 
of the Breast Tissues, 
Mastectomy, Lactation. 


s 


Before and after Mastectomy 


WHAT THE Spencer BREAST SUPPORT ACCOMPLISHES 


te Tends to prevent sagging of the skin and subsequent ptosis. 

% Provides positive uplift with perfect freedom of breathing. 

%& Improves the circulation of the blood through the breasts, lessening the chance 
of formation of non-malignant no jules. (in cases where nodules have developed, 
as a result of prolapse, Spencer Support relieves the condition—and frequently 
the nodules disappear.) 

te During pregnancy, protects deli- 
cate inner tissues and helps pre- 
vent outer skin from stretching 
and breaking. 

% During nursing period, helps pre- 

fj vent caking and abscessing, and 
aids in restoring breasts to nor- 
mal firmness. 

te Encourage: good posture. 

¥& Provides comfort and support to 
women who have large ptosed s 3 
breasts. Spencer Sleeping Breast Supports 

% Disguises post-operative malformation. continue day-time westment 


i 
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For further information write to: 


SPENCER (BANBURY) LTD. 
Consulting Manufacturers of Surgical and Orthopaedic Supports 
SPENCER HOUSE - BANBURY - OXFORDSHIRE 


Tel : Banbury 2265 
London Office: 2 South Audley Street, Wi! (Te! : Grosvenor 4292) 
APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
THROUGH SUBSIDIARY COMPANY SPENCER (SURGICAL SUPPLIES) LTD. 


Trained Retailer-Fitters throughout the Kingdom. Name and address of nearest fitter supplied 
Copyright on request 
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Ortho Pharmaceutical Limited - Saunderton - 





The Vew concept ior 
relief of the common cold 


Relief in minutes—lasts for hours 


An orally administered decongestant has much better distribution to the mucous 
membranes of the respiratory tract than nasal sprays, drops and inhalants, 
and this *‘ affords opportunity for shrinkage in areas that could not be 


approached by sprays, drops or actual topical application.”’* 


*TRIOMINIC’ ‘dries’ and decongests nasal passages, combats 

allergic symptoms — with little likelihood of rebound congestion or 
pathological changes in the nasal mucosa, and without risk 

of local overtreatment or ** nose drop addiction”. Especially valuable for 
night-time cough caused by postnasal drip. 

* Arch. Otolaryng., 1954, 59, 48 


Literature and sample on signed request (S4) of physicians only 


A. WANDER LIMITED 
42 Upper Grosvenor Street, London W.1 





und nasal congestion 
Orally with 


Triominic 


‘TIMED-RELEASE TABLETS 





FORMULA 
Each * timed-release 

‘TRIOMINIC’ Tablet contains: 
Phenylpropanolamine-HC1 50 mg. 

( Norephedrine-HC1) 
Mepyramine maleate B.P. 25 mg. 
Pheniramine maleate 25 mg. 

‘Triominic’ Wander is Schedulz 4 


DOSAGE 
| tablet every 6 to 8 hours, total num- 
ber not to exceed 3 in 24 hours. An 
average prescription js 12 tablets. 


PACKS 
Supplied for dispensing in bottles of 
50 and 250. 


PRICE 
Basic N.H.S. Price for 12 tablets (4 
days’ treatment) is 2s. Id., plus P.T. 


Also Available 
‘Triominic’ Syrup, for children and 
those adults who prefer a liquid medi- 
cation, in bottles of 2 fl. oz. and 20 fl. oz. 
(dispensing). Basic N.H.S. Price for 
2 fl. oz. is 2s. 6d., plus P.T. 











Don’t let up now... 


your CHRONIC BRONCEITICS 
still need tenacious 


Terramycin 





In Spring, your chronic bronchitics turn their thoughts to 
normal outdoor pursuits—unmindful perhaps that they are 
still vulnerable. 


But you know that it's no time to let up! . . . that the risk of 
exacerbations is ever-present. 


Give your patients the best possible protection by continuing 
Terramycin throughout the Spring. 


Continue Terramycin—and you ensure that the lungs are at 
their healthiest by the time next winter comes. 


Continue Terramycin—and you guard against the risk of 
relapse. 


Terramycin the real force against chronic bronchitis 


PROVED AGAIN AND AGAIN 


‘The most useful [oral antibiotic] is oxytetra- 
cycline and there is no doubt as to its value 
in reducing the amount and the purulence of 
sputum."' 

‘Of the treatment regimes tested, oxytetra- 
cycline [Terramycin] stood out as an effective 
single therapeutic agent . . ."* 


References 
1. Practitioner, 1955, 175, 670. 
2. Brit. med. J., 1957, ti, 263. 


SCIENCE FOR THE WORLD'S WELL-BEING 
Pfizer Ltd. Folkestone, Kent. 
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NULACIN “has 


revolutionized the treatment 
of duodenal ulcer” 


“This new method of the The safety and effectiveness of 

ae oe ad Nulacin therapy has been proven 
administration of antacids (Nulacin) by “‘in vivo”’ clinical work carried 
out in many countries. References 
to this work include :— 
Current Status of the Medical Treat- 
ment of Peptic Ulcer, Med. Times, 
January, 1958, I, 74 
Antacids, “sg Practitioner, January, 
1957, 178, 4 
Antacids By peptic Uleer, The Prac- 


titioner, January, 1956, 176, 103 
N Recent Advances in the Ulcerative 
ULACIN tablets, when allowed Diseases of the Gastrointestinal Tract, 








has revolutionized the treatment of 
duodenal ulcer . . . milk drip is no longer 


part of our therapeutic stock in trade.” 


PROC. ROY. SOC. MED., December, 1958, 51, 1063 


Amer. 7. Gastro., December, 1956, 
26, 665 
Ambulatory Continuous Drip Method 
in the Treatment of Peptic Ulcer, 
Amer. J. Dig. Dis., March, 1955, 22, 
67-71 
Management of Peptic Ulceration in 
General Practice, Med. World, De- 
ment for peptic ulcer as well as other cember, 1954, 81, 591-601 
initia: ameactated with tric Clinical Investigation into the Action 
— . we Wl (eerese of Antacids, The Practitioner, July, 
hyperacidity. 1954, 173, 46 
Further Studies on the Reduction 

of Gastric Acidity, Brit. 
Med. j., 23rd January, 
1954, I, 183-184 
Control of Gastric Acid- 
ity by a New Way of 
Antacid Administration, 
Jj. Lab. & Clin. Med., 
1953, 425 955 
The Effect on Gastric 
Acidity of ‘“‘Nulacin” 
Tablets. Med. 7. Aust., 

: 3 28th November, 1953, 
= 2, 823-824 


to dissolve slowly in the mouth, provide 
intragastric milk-alkali drip therapy 
safely and effectively for both the bed- 
ridden and ambulant patient. They 


may be relied on to provide a treat- 
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Nulacin tablets have no B.P. equivalent. The Basic N.H.S. price of the 25 tablet tube is 2/-. 


Further information is available from: 
HORLICKS LIMITED . PHARMACEUTICAL DIVISION 
SLOUGH - BUCKS 
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Melsedin (methaqualone hydrochloride) 
is an entirely new product chemically 
unrelated to all other hypnotics. 


Melsedi n is the ideal hypnotic for treating 
insomnia and is free from the potential 


hazards of barbiturate therapy. 
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A rational procedure 


WHEN PRESCRIBING ELASTIC HOSIERY: 


ALL AVERAGE CASES 


Generally preferred Thigh Stockings, 
alicia Elastic Yarn, Scholl. 


(virtually invisible under usual hose) 





Generally preferred Below-knee Stockings, 
for Bien Elastic Yarn, Scholl. 


(non-slip without suspenders) 


SEVERE CASES 


Both the above styles are also made in 
** Double Strength” to provide maximum 
pressure for severe cases. When required 
add words ‘* Double Strength.” 


EARLY VARICES 
Thigh Stockings, 
Nylastik, Scholl. 


For Women . . 
(Full-footed, worn without overhose) 


These lightweight nylon elastic 
stockings provide a degree of 
support which is entirely adequate 
in many cases of early varices, 
and in pregnancy. 


The name Scholl ensures 
support, fit and comfort 


PRESCRIBABLE ON N.H.S 


THE SCHOLL MFG. CO. LTD., 182-204, ST. JOHN STREET, LONDON, E.C.!I 
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CHLORMYTOL* is an ointment combining the 

antibacterial action of CHLOROMYCETIN with 

the anti-inflammatory and antipruritic actions of 
prednisolone. CHLORMYTOL contains 2% CHLOROMYCETIN* 
(chloramphenicol B.P., Parke-Davis) and 

0.5% prednisolone in an emollient petrolatum base. 
Available in tubes of 5 and 15g. 
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without a shadow of doubt 


clinical use continues to endorse ‘Saluric’ 


as the oral diuretic of choice 


The cost of treatment with ‘Saluric’ (chlorothiazide) has again 
been substantially reduced. The United Kingdom N.H.S. 
basic cost is now 4s. 64d. per 12x 0.5 G. tablets. 


* Saluric’ is a regd. trademark 


Merck Sharp & Dohme Limited 
O:) Hoddesdon, Herts 
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FUROXONE in DIARRHOEA 








4 


fuller and speedier 
control of infection 
— seldom evokes 

bacterial resistance 


Available in 100 mg. tablets in packs of 20 
and 200 and as a suspension in 8 oz. bottles 
containing 1624 mg. ‘Furoxone’ with kaolin 
and pectin added. 


FORMULA: 
3-(5-nitrofurfurylidene-amino)-oxazolidin-2-one 


AN SMITH KLINE & FRENCH LABORATORIES LTD, Welwyn Garden City, Herts 
Licensees of The Norwich Pharmacal Co, USA 


*Furoxone’ (trade mark) brand of furazolidone 
FN:PAI30 Brit. Pat. Nos. 679202, 735136, 735169, 765698 
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*Therapeutische Umschau 1952, 6, 143 


Tetrahydrofurfuryl salicylate .. 
Ethyl nicotinate 

n-Heryl nicotinate.... 

Ethyl p-aminobenzoate 
Water-miscible cream base ad 


Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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penetration in Arthritis and 


Rheumatism 


NICOTINIC, SALICYLIC AND p-AMINOBENZOIC ACIDS in Ester form 


In cases Of soft-tissue rheumatism, and arthritic disorders, many doctors 
are tending more and more to regard Transvasin as an indispensable adju- 
vant to treatment. 

For Transvasin is composed of the esters of nicotinic, salicylic and 
p-aminobenzoic acids. These esters readily pass the skin barrier in thera- 
peutic quantities, and so enable an effective concentration of drugs to be 
built up where they are needed.* 

Transvasin not only induces vasodilation of the skin with a superficial 
erythema, but also brings about a deep hyperaemia of the underlying tissues. 
It is non-irritant and can be safely used on delicate skins. 

It is now being widely prescribed, with successful clinical results. Since 
a@ very small quantity is sufficient for each application, the cost of treat- 
ment is extremely low. 


LLOYD-HAMOL LIMITED 11 Waterloo Plaee, London, S.W.1. Whitehall 8654/5/6 


Transvasin is available in 1 oz, tubes, 
basic N.H.S. price in the U.K. 2/6. 
Samples and literature will be gladly 
sent on application. 
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Do you consider the vehicle when you prescribe steroid therapy 
with hydrocortisone cream? Some vehicles have been 
implicated on grounds of sensitisation risk. 

Lacto-Calamine, the excipient in Cortoderm and Cortoderm-N, 
has an unblemished reputation in this respect. Soothing, 
bland, cosmetically acceptable, it also contributes its own 
anti-inflammatory action to successful treatment of infected 
and non-infected dermatoses. 











CORTODERM CORTODERM-N 


10G tubes containing ina cream base of 
025%, 056% or 1% 


basic NHS cost basic NES cost 
2/11, 4, 7/1 42, 65 84 


tubes containing 
kL. +1, WHURHIET TTT sseuiiianten 


with Of% neomycin 
sulphate. 











@ THE CROOKES LABORATORIES LIMITED - PARE ROYAL - LONDON HW18 


3190/1 











A SAFE AND EFFECTIVE 
M A O INHIBITOR 


monoamine oxidase 


a new advance in the 
treatment of depression 


Nardil is a new kind of antidepressant which 
acts selectively on the brain. 


Nardil acts rapidly, improvement is seen within 
the first week and often in the first few days. 


Nardil is safe—no toxic effects on blood or 
liver have been reported. 


Nardil has a simple and convenient dosage 
schedule (one tablet three times a day) 
which helps patient co-operation. 


Nardil is economical! in use 
Basic N.H.S. cost only 4/11 (excl. p.t.) for 25 tablets. 


Nardil is available in bottles of 100 and 500 sugar-coated 


tablets each containing 15 mg. phenelzine 


TRADE MARE 
BRAND OF PHENELZINE ° 


Full technical information may be obtained from 


WILLIAM R. WARNER 4 CO. LTO., EASTLEIGH, HAMPSHIRE 
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A new preparation! 


FOR THE PROPHYLAXIS AND TREATMENT 


OF INFECTIONS OF THE MOUTH AND THROAT 
. is a palatable formulation employing the established 
oN : 

PUROMY bactericidal action of neomycin sulphate together with 
a new fungicide bis-(2-hydroxy-5-chloro-pheny! 
sulphide, which has been shown to exhibit a powerful 
action in controlling overgrowth of oral fungi. 


Inflammatory conditions of the mouth and throat and 


INDICATIONS oral moniliasis 
Each tablet contains neomycin sulphate 5 mg. 
FORMULA bis-(2-hydroxy-5-chloro-phenyl) sulphide 40 mg. 


Carton of 20 tablets. ‘Trade Price 2s. 10d.-+ purchase 


tax. 


CALMIC LIMITED, CREWE, CHESHIRE. ‘Telephone: Crewe 3251 (7 lines) 
LONDON: 2 Manstield Street, W.1. Telephone: Langham 8038/9 
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the pain, the cramps, the depression of 


DYSMENORRHOEA 
quickly relieved with 


two ‘EDRISAL’ tablets 


The distressing pains and cramps of 
dysmenorrhoea can be prevented by giving two ‘Edrisal’ 
tablets every three to six hours. 


This dosage may be commenced up to a 
week before onset of the menstrual flow and continued 
while relief from symptoms is required. 
Each ‘Edrisal’ tablet contains 
2-5 mg. *Benzedrine’ (amphetamine sulphate) ; 


gr. 24 acetylsalicylic acid; gr. 24 Phenacetin. 


The recommended dose is two tablets taken 
every three to six hours as required. 


Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 


*Edrisal’ and ‘Benzedrine’ are trade marks 
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Broad spectrum 
CHLOROMYCETIN® is 
effective against most 
organisms present in 
ear infections. 


Where perforation 
has occurred, use of 
CHLOROMYCETIN® Ear Drops 
ensures high local 
concentration of 
Chloromycetin, thus 
achieving rapid 
macterial clearance. 


ent can be 

ut in the 
t's home, 
ecessary. 


in the 
treatment of 
ear infection 


CHLOROMYCETIN 


EAR DROPS 10%, ‘Trademark 


Chloromycetin (Chloramphenicol B.P., Parke-Davis) 10% in propylene 
glycol: in 5 ¢.c. vials, with dropper and bottles of 100 «.c. 


74-164 aa 0)-\11- mm PARKE, DAVIS &CO. Inc. U.S.A. Liability Limited. Hounslow, Middx. Tel: Hounslow 2361 [|P: 
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From this cartridge are delivered 


more than 300 million particles of 


known drugs for topical application 


even to the most distal parts 


of the respiratory tract. 








This cartridge 

is part of a revolutionary technique of treating respiratory dis- 
orders in the most effective way—topically at the site of the disease 
process. 


The technique 

The technique depends on manufacturing known drugs as ultra- 
fine powders and delivering them in this form throughout the 
respiratory tract. 


The principle 
For maximum therapeutic effect, the particles must be of a size 
which ensures that they are deposited evenly per unit area over the 
entire respiratory tract, as far down as the respiratory bronchioles. 
The dose of administered particles is measured by weight. The 
weight of an individual particle is proportional to the cube of its 
diameter. Therefore the presence of even a few large particles will 
account for a much higher proportion of the dose by weight than 
their numbers would suggest. Very large, heavy particles will not 
penetrate even to the bronchi and are therapeutically ineffective. 
Thus, even when a few particles in a dose are above the optimum size 
the dose will be largely ineffective. Particles must not only be of the 
correct size, but also uniform within very narrow limits. At least 
80°, by weight of the particles in these Lomu powders are within the 
optimum size range of 2-6 un. 


The drugs 

The first drugs to which this principle has been applied are isoprena- 
line sulphate B.P., a proven bronchodilator (LOMUPREN) and pure 
chymotrypsin, a safe and effective mucolytic (LOMUDASE). 


The effect 


When Lomupren or Lomudase, in this unique powder form, reaches 
the site of the disease process, it is deposited on the surface moisture 
covering the mucous membrane. The particles dissolve instantly on 
contact. The solution so formed exerts a direct, immediate and 
powerful therapeutic effect. 

Thus, with Lomupren, maximal bronchodilation is obtained 
with the minute dose of only 0.1 mg. isoprenaline—1/200th the normal 
sublingual dose—and systemic concentrations at which the usual 
side-effects might occur are avoided. 


Application 


One of the obvious applications of these drugs is inchronic bronchitis where bronchospasm 
and retained viscid mucoid sputum are predominant features. Self-administration has been 
made possible by an ingenious pocket dispenser, the Lomulizer. When the cartridge is 
placed in the Lomulizer a suitable inspiratory effort ensures that the drug penetrates in 
a predetermined dose throughout the respiratory tract. Prescription information 
LOMUDASE 

Each cartridge contains 0.01 Anson 
units of chymotrypsin and 0.1 mg. of 
isoprenaline sulphate B.P. Bottles of 
twenty-five cartridges—basic N.H.S. 
The Lomu range: price S506. 

LOMUPREN 


Products of Benger research Each cartridge contains 0.1 mg. of 
isoprenaline sulphate B.P. Bottles of 
twenty-five cartridges—basic N.H.S. 
price 6/-. 





LOMULIZER 


Complete with carrying pouch, basic 
N.H.S. price 8/3d. 


Lomu, Lomudase, Lomupren and the Lomulizer, 
property of the manufacturers—patents pending 


BENGER ) BENGER LABORATORIES LIMITED HOLMES CHAPEL - CHESHIRE: ENGLAND 
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AMINOSOL 
VITRUM 


Prociucts for Parenteral Nutrition 


Dialyzed Casein Hydrolysate 
FREE from high-molecular 
peptides and pyrogenic sub- 
stances. 


CALORIC CONTENTS PER LITRE 


Aminosol Vitrum 102 calories 
Aminosol-Glucose Vitrum 307 = 


Aminosol-Glucose-Ethanol 
Vitrum 


PACKINGS: 
1000 ml. and 500 ml. bottles* 


*Aminosol-Glucose Vitrum alsosupplied 
in 100 m1 bottles for Paediatric use. 


Disposable Infusion sets available. 


Literature and further details on 
request. 


PAINES & BYRNE LTD., GREENFORD, MIDDLESEX. 
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Regulation 


Angina 
and 
Coronary 
Disease 


Many studies have indicated that atherosclerosis is the 
underlying disease process in a large percentage of 
cases of myocardial infarction or angina pectoris. It 
is also known that blood cholesterol and other lipo- 
protein levels are frequently high in coronary disease. 


For the reduction and regulation of elevated cholesterol 
levels, a new practical method providing effective action 
without the imposition of radical dietary restrictions 
is now available in 


 /% ARMOUR 
ae. CHOLESTEROL LOWERING 
ny FACTOR 

Arcofac is a bland palatable emulsion of Linoleic Acid 


with Vitamin B, and Vitamin E, which can be taken 
alone or mixed with most foods and beverages. 


Issued in 6 and 12 oz. bottles Literature on request 


ARMOUR PHARMACEUTICAL COMPANY LTD. 


EASTBOURNE, ENGLAND 
Telegrams: ARMOLAB. Eastbourne 


Telephone: Hampden Park 740 
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in Pregnancy 
and Paediatrics 


Two Plesmet-Ferrous aminocetosulphate complex was 
shown in two recent clinical trials (1. 2.) to produce 
Recent impressive results in anaemia of pregnancy and in 
hypochromic anaemia of children. 








Trials In these two trials with PLESMET in 51 pregnant 
patients and 32 young children with hypochromic 
anaemia, attention was drawn to the rapid absorption 
and utilization of iron in this form and to the effec- 
tive haemoglobin levels attained (an average daily 
rise of 1%) 





Toleration in both groups was excellent and gastro- 
intestinal disturbances were virtually absent. 


For treatment or prophylaxis PLESMET provides an 
ideal form of oral iron at low prescription cost. 


Tablets cach containing: the equivalent 
of 50 mg. Ferrous Iron with 1 mg. 
Aneurine Hydrochloride B.P. 


Basic N.H.S. Price Bottles of 100— 2/8d. 
Bottles of 1000-—-17/6d 





Syrup each teaspoonful contains: the 

equivalent of 25 mg. Ferrous Iron with 

1 mg. Aneurine Hydrochloride B.P. in a 

blackcurrant flavoured syrup. (Specially 

recommended for children, and for adults 
References : who cannot take tablets.) 


1. Practitioner, 1958, 181, 731. Basic N.H.S. Price Bottles of 2 oz.— 2/-d. 
2. Practitioner, 1958, 181, 736. Bottles of 40 oz.—18/-4 


COATES & COOPER 
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now be abolished. 


A MATTER OF LIFE AND DEATH 


Each year several hundred people commit suicide with barbiturates. 
Many more are accidentally poisoned. Many attempt to kill themselves 
without success. It is the doctor’s responsibility to preserve life, not 
to provide the means of death. But, until recently, he has had to 
take the risk of prescribing barbiturates. This risk — this menace can 


QMO 











WELLDORM 


ends the barbiturate 
menace 


With Welldorm, serious poisoning is 
virtually impossible because inactivation 
to urochloralic acid prevents cumulative 
action, and the toxic dose is many times 
the therapeutic dose. 

Welldorm can be given with safety to the 
very young and the very old; to the 
adolescent and the middle-aged; to those 
in mild pain and those who are tense and 
anxious. 


Welldorm is not a barbiturate 
Welldorm is an effective hypnotic 
And Welidorm is safe 


Welldorm does not cause nausea or 
gastric irritation. And there is no dull 
lethargic feeling next morning as there is 
with the barbiturates. 





ANNOUNCEMENTS 











WELLDORM 


is safer than the 
barbiturates in 
adolescence 


In adolescence the barbiturates represent 
an added risk because of the inherent 
instability of many teenagers, and the 
resulting dangers of misuse such as 
addiction and suicide. 


THE FACTS ABOUT 
WELLDORM 

Welldorm is a sedative, a hypnotic, and 
a mild analgesic. It gives 6 to 8 hours of 
natural refreshing sleep—with no hang- 
over. Welldorm is a safe and effective 
alternative to the barbiturates: suicide 
is virtually impossible, and accidental 
poisoning rare. 


THE INDICATIONS 

Night-time sedation of all age groups. 
Obstinate cases of sleeplessness associated 
with anxiety, hyperexcitability or mild 
pain. For ‘acute bronchitics’ with im- 
paired respiratory function requiring a 
hypnotic. 

As a daytime sedative. 


THE DOSE 


For daytime sedation one 10 grain tablet. 
For hypnosis, two to threero grain tablets. 
For infants and young children there is 
a 2} grain tablet. 


THE PRICE 

From the dispensing packs, the basic 
NHS cost is 1d a tablet for adults and 
$d a tablet for children. 


WELLDORM 


Trode Mark 
dichloralphenazone 
safe, non-barbiturate sedative/hypnotic 


a 


Smith & Nephew Pharmaceuticals Limited 


WELWYN GARDEN CITY - HERTFORDSHIRE 





WELLDORM IS KNOWN AS “BONADORM” IN AUSTRALIA 
AND “DORMWELL” IN THE REMAINDER OF THE 
BRITISH COMMONWEALTH 
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management of 
cough symptom 


A recognised product in Grade “S” 
Dalmas Donabel Cough Syrup is pre- 
scribable on E.C.10. Suitable for all 
ages, it is remarkably effective in depres- 
sing phlegm secretion and reducing 
irritation and its pleasant taste encour- 
ages regular dosing 

Saraples are available on request. 


Atropine Methonitrate B.P.C. 0.025% w/w 

Spirit Chloroform B.P 5.0% 

Purified Honey B.P.C. 20.0% 

Glycerin B.P. 10.0% 

Sol. of Tartrozine Compound 
B.P.C. 


ITAVAOH 


0.25% 
Syrup B.P. 45.0% 
Water 19.725% 


DOSE: 2 Teaspoonfuls when the cough is 
troublesome 


DALMAS 
DOVABEL COUGH SYRUP 


DALMAS LTD., JUNIOR ST., LEICESTER 


aABAS HOA09 





INADEX 


For more than 25 years doctors have ¥& 
relied upon Minadex to give patients 
from 6 months old to over 60 a 


brighter outlook during and after illness VITAMIN- MI N E RA L T oO N ic 
Minadex has no BP or BNF equivalent 
It is the reliable, effective and 

palatable tonic which contains copper and glycerophosphates of 

vitamins A and D, iron and 

other important minerals 


Composed of vitamins A and D, iron, 


calcium, potassium and manganese 


The vitamins in Minadex are x 
made from start to finish by Gl 
themselves, the country’s larg 
producers of vitamin A and first in GLAXO: GREENFORD, MIDDLESEX 
Britain to make a vitamin D concentrate Ned BYRon 3434 


available in large quantities 


GLAXO LABORATORIES LTD, 


Minadex is available in most countries 
Minadex is still at its pre-war price. + 
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A NEW ORAL, NON-MERCURIAL DIURETIC 


HIGH POTENCY 

LOW TOXICITY 

RAPID PROLONGED ACTION 
CONSISTENT EFFECT 
EXCELLENT TOLERATION 
INDICATIONS: 

Acute and chronic cardiac failure 
Hypertension 

Renal oedema 

Hepatic oedema 

Pre-menstrual tension 

Toxaemia and oedema of pregnancy 
Drug-induced oedema 


and other conditions where diuretic therapy 


is required 

PACKS: 

50 mg. scored tablets in bottles of 30, 100 and 500, 
Marketed in the United Kingdom by 
HARVEY PHARMACEUTICALS 


a department of Pnhzer Ltd.. Folkestone 


1 Trade Mark 
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in anticonvulsive therapy 


‘SPANSULE’ 
PHENOBARBITONE 


ensures constancy of the blood-barbiturate level 
‘the drug of choice’ in the most effective and 


convenient dosage form 


@) sv KLINE & FRENCH LABORATORIES LTD 


Welwyn Garden City, Herts 
* Spansule’* is a trade mark *Brit. Pat. No. 742007 


SP :PA40 (col) 
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Lederle puts antibiotic therapy on a NEW high plane 
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the 
SECURITY 


of NEW 





Laete) LEC ERLE LABORATORIES «6 








ANNOUNCEMENTS 











LEDERMYCIN Demethylchlortetracycline is 
an “extra active” high-ratio antibiotic derived 
from a strain of Streptomyces aureofaciens (the 
organism from which Avreomycrn TChlortetra 

cyclineand Acnromycty * Tetracycline originate ) 
but with properties which set it way above other 
tetracyclines. As weli as exerting the unsur 

passed broad-spectrum action of tetracycline, 
Lepermycin Demethylchlortetracycline 
achieves far more intensive, far more prolonged 
activity, with far less antibiotic. Its markedly 
lower renal clearance rate, together with its 
higher stability, has the effect of prolonging its 
powerful antibacterial action for 24-48 hours 
after the drug is withdrawn. 


HIGHEST RATIO of peak activity to daily intake of 


any known broad-spectrum antibiotic. 


T DATION 


HIGHEST RATIO of sustained activity to dosage 
giving ‘‘extra day” activity and protection 
against resurgence of primary infection or 
relapse with secondary invasion, after 
withdrawal. 


ror neTin 


HIGHEST RATIQ of stability in body media to 
dosage bringing an even higher standard of 
consistency to the therapy. 


Packing and basic N.H.S.cost: Ina distinctive 
duo-tone dri-filled capsule. Capsules of 150 mg. 
Bottles of 16: £1.9s.0d., 100: £8.14s.2d. and 
1.000; £84.2s.4d. Average adult dose: 1 
capsule 4.times daily. 


Ledermycin 


T Tesoemane 


Oe 


entirely new broad-spectrum 
antibiotic for prolonged 
activity at lower dosage 
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a NEW ointment for the treatment 
of all bacterial skin infections 


~ ECOMYTRIN ... 


A NEW ANTIBIOTIC 
ECOMYTRIN Ointment contains amphomycin, 0.5%, a potent new antibiotic 
derived from Streptomyces canus. Neomycin, 0.33%, is also included 
and these two antibiotics are effective against virtually 
all pathogenic bacteria. Neither antibiotic is used systematically. 


A NEW BASE 
ECOMYTRIN differs from other antibiotic ointments in one important respect. 
Because amphomycin is stable in water, it is possible to make 
an oil-in-water preparation with the whole of the antibiotic content 
in the aqueous phase. This has three advantages: 


i The antibiotics are brought into very intimate contact with 
the skin and response ts rapid. 

2 In acute infected weeping lesions, there is no interference with 
the weeping process (in contrast to greasy ointments). 

3 ECOMYTRIN is cosmetically acceptable. 


stable -economical - rapidly effective - non-greasy - pleasant to use 


INDICATIONS: Primary infective skin disorders. Secondarily infected skin disorders. 
ADMINISTRATION: Ecomytrin should be used three or four times daily 

in a thin layer applied directly to the affected skin area. 

PRESENTATION: Ecomytrin is available in tubes of 15 G. 


WILLIAM R. WARNER & CO. LTD., EASTLEIGH, HAMPSHIRE. 6C0428/3 
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Journal of Endocrinology 
~ Volume 18. No. 2.— 
March, 1959, Page VI. 
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For Dermatology in General Practice 





DEQUALONE-P [%; 


combines 
PREDNISOLONE 
@ highly active topical corticoid 
s anti-inflammatory and anti-allergic 
@ no systemic side-effects 


with 


@ antibacterial and antifungal 
liminishes risk of the development of resistant strains 
f staphylococci 


tivity is not 


. 
minished in the presence of serum 


ga 


® Dequalone-P is ® Indicated in the treatment 
f acute and chronic 
lermatoses with an allergic 


n-greasy, 
10N-irritating and 
r inflammatory basis 


n-staining 


im) chloride 0.4% and Prednisolone 0.25% 
available in tubes of 5 grammes 
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Manufactured inEnglandby ALLEN & 
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long-acting 


anticholinergic 


Tyrimide 


Experimental studies and clinical use 
have established that: 


1. ‘Tyrimide’ is inherently long-acting. 





One dose in the morning and another at night 
provide an uninterrupted 24-hour effect 


2. ‘Tyrimide’ is effective. Tests of 
anti-secretory and anti-spasmodic activity 
have proved ‘Tyrimide’ to be more effective 
than other newer synthetics and atropine 


3. ‘Tyrimide’ is remarkably free from 
troublesome side-effects 


‘Tyrimide’—for the 
anticholinergic management 
of peptic ulcer and 
gastro-intestinal disorders 


Each ‘Tyrimide’ tablet contains 5 mg. isopropamide iodide 
[3-carbamoy!-3, 3-diphenylpropy!] 

methy! diisopropyl! ammonium iodide 

Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 


TM:PA30 *‘Tyrimide’ (trade mark) brand of isopropamide 
iodide. Brit. Pat. No. 772921 
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the importance of 


treatment 


ORGRAINE treats MIGRAINE quickly .. . 


Dilated cranial arteries must be constricted to normal to prevent 


oedema. For this purpose the formula of Orgraine is proved. 


To hasten action the uncoated tablets disintegrate in seconds, a 


prerequisite of successful treatment. 


FORM ULA Each tablet contains: 


Ergotamine Tartrate B.P. 1.0 mg. 


Caffeine B.P. 100.0 mg. 


.- > Sulphate B.P.C, 
) 


(194 0.0875 mg. 
Atropine Sulphate B.P. 0.0125 mg. 
Phenacetin B.P. 130.0 mg. 


DOSAGE for adults: 


2 tablets should be taken 
immediately symptoms occur, 
followed by | tablet every 
20 — 30 minutes until the 
attack abates. 

Not more than 6 tablets in 
any one day or 1/0 tablets in 
any one week. 


ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
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An improved form of “4 ¢ thy oO Th 
LIQUID ORAL IRON ¥ 


IRON DEFICIENCY ANAEMIA— CASE REPORT 











ace 37 sex F NAME Anne Doris Browne 


KNOWN BLOOD LOSS DOSAGE OF IRON AND DATE OF STARTING THERAPY 
N 


Slenmnal pesteds Sytron dri tid. p.c. 8/5/57 
HAEMATOLOGICAL EXAMINATIONS 14 ea] 41 12 
5 5] 6] 6 
57 | 5 57 | 57 | 57 


7 
5 
57 


Hb.g./100 mi. 7.7| 920 13 .0)13 .7|14 


R.B.Cs. m./c.mm. 6 5.1 


P.CV. % 

M.C.V. c.u. 8. 
MCHC. % 0. 
Reticulocytes % 


SYTRON* is a pleasant cherry flavoured elixir 

containing in two teaspoonfuls the equivalent of 55 mg. of 
iron as a chelate, sodium ironedectatc. It has little or no 
astringent taste and is well tolerated by children. 
SYTRON does not stain the teeth and in its recom- 
mended dosage seldom causes intestinal irritation. 
SYTRON contains in 8 ml., 380 mg. 

Sodium Ironedetate. Available in bottles 

of 4, 16 and 80 fluid ounces. 


* TRADE MARK ; atin b- nahi sees i 


: |p: PARKE, DAVIS & COMPANY, Hounslow, Middlesex. Tel: Hounslow 2361 
«* Inc. U.S.A. Liability Limited 
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LIQUID ORAL IRON 4 


IRON DEFICIENCY ANAEMIA— CASE REPORT 











ace 37 sex F NAME Anne Doris Browne 


KNOWN BLOOD LOSS DOSAGE OF IRON AND DATE OF STARTING THERAPY 


N a2 
Normal _s Sytron Dri tid. p.c. 8/5/57 





Hb.g./100 mi. 





R.B.Cs. m./c.mm. 





P.C.V. % 
M.C.V. cp. 
MCHC. % 








Reticulocytes % 

















W.B.Cs./c.mm. 





Polymorphs 





Lymphocytes 


SYTRON* is a pleasant cherry flavoured elixir 

containing in two teaspoonfuls the equivalent of 55 mg. of 
iron as a chelate, sodium ironedetatc. It has little or no 
astringent taste and is well tolerated by children 
SYTRON does not stain the teeth and in its recom- 


mended dosage seldom causes intestinal irritation 
SYTRON contains in 8 ml., 380 mg. y / 
Sodium Ironedetate. Available in bottles Me 


sf 


of 4, 16 and 80 fluid ounces. ya 


“4 


* TRADE MARK 


IP) PARKE, DAVIS & COMPANY. Hounslow, Middlesex. Tel: Hounslow 2361 
Inc. U.S.A, Liability Limit 
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For his appetite’s sake... 


Loss of appetite is often a presenting symptom 
of vitamin B deficiency, and when due to this 
condition it calls for Elixir *‘VIRVINA’. This 
pleasantly-flavoured preparation stimulates 
the appetite, increases intestinal motility and 
accelerates the flow of gastric juice. 
Elixir‘ VIRVINA’ contains vitamins B,, Bo, Bs 
and nicotinamide, as wellas glycerophosphates 
of calcium, potassium, sodium and manganese. 
It is an ideal tonic for the prevention and 
treatment of vitamin B deficiencies. 

Elixir ‘VIRVINA’ is suitable for patients of 
all ages. The dosage for adults is two tea- 
spoonfuls, for children one teaspoonful, three 
times daily before meals. 


Elixir ‘VIRVINA’... 


Elixir ‘VIRVINA’ is supplied in bottles of 4 fi. oz., 
and in dispensing packs of 16 fl. oz. and 80 fl. oz. 
The United Kingdom N.H.S. basic cost is 6d. per fl. oz. 


Made in England by: 
MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS ) 
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Feelings of insecurity, anxiety and depression are promptly relieved by 
Drinamy]l tablets 


Each ‘Drinamyl’ tablet contains 5 mg. dexamphetamine sulphate BP and 32 mg. 
amylobarbitone 


SMITH KLINE & FRENCH LABORATORIES LTD 
DL:PA108 ‘Drinamyl’ is a trade mark 
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An ever-growing list of published evidence confirms Diabinese 
(chlorpropamide) as the oral hypoglycaemic agent offering effectiveness, 
once-a-day dosage, rapid response and maximum safety. 


The main indication for Diabinese is maturity-onset uncom- 
) 

plicated diabetes mellitus of the stable, mild or moderately 

severe non-ketotic type This type of patient has 

either not received insulin previously or is adequately 


controlled by less than 40 units of insulin per day 


Availability 
100 mg. in bottles of 100 and 500. 250 mg. in bottles of 100 and 500 


The average maintenance dose of Diabinese is 100-375 mg. daily 


abinese 


13): U DIN @) sin @I 2180): :10) F.UVIIB): 


PTences: 
Ann. New York Acad. Sc., 1959, 74:891 
7. Irish, M.A., 1958, 43:318 
Brit. med. F., 1959, 1i:841. 
¥. South Carolina M.A., 1959, 55:79. 
Lancet, 1959, i4:752. 
Lancet, 1959, ii:670 
Lancet, 1958, i1:553. 
Practitioner, 1959, 183:480. 
Clin. Med., 1958, 5:1685. 
inn. N.Y. Acad. Sci., 1959, 74:689. 
Diabetes, 1959, 8:1 
Proc. Soc. Exper. Biol. and Med., 1958, 98-724. 


marketed in the United Kingdlom by HARVEY PHARMACEUTICALS 


a department of Pfizer Ltd., Folkestone 
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Metanium 


ointment and powder 


soothes, 
protects 
and heals 
where-it- 
hurts-most 


Nappy rash, 

bed-sores, 

fissures, Y 
colostomies, L 4 ; 
chafing 


» wv 
» 
* 


Metanium ointment and powder clear up nappy rash and prevent its recurrence. Both preparations 
used either together or separately—are also invaluable in geriatrics to speed the healing of bed-sores 
In those patients who are likely to develop lesions of this kind, prophylactic use can save needless 
discomfort and be a positive factor towards recovery. Other indications for Metanium include 
fissures, colostomies, chafing from plaster casts and similar conditions 


Metanium 


Powder 1/8d per loz. tin plus P.T. Ointment 1/8d per }oz. tube plus P.T 


Ointment (dispensing pack) 20/- per Ilb jar plus P.T. 


Bengue & Co Ltd Mount Pleasant Wembley Middlesex ... 





Prepared tor emergencies... 


Cedilanid 


BY SANDOZ 


iV. im. sS.c. 


When emergency digitalisation 
is essential and the 
intravenous route impracticable, 
Cedilanid may be given | 
intramuscularly or even subcutaneously. 
The Cedilanid ampoule solution 


needs no dilution before use. 


sesim cardiac failure 


AMPOULES: 0.4 mg. desacetyl-lanatoside C in 2 ml. 
TABLETS: 0.25 mg. lanatoside C 
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Ideal types 
for the treatment 
of diabetes with 


Artosin-tablets 


1- butyl -3-p-tolysulphony!- urea 
(Tolbutamide) 


Reliable hypoglycaemic action, 
* (Rts, rapid excretion facilitating control, 
wo years arg considerable freedom from 
side-effects. 


C. F, Boehringer & Soehne GmbH, Mannheim-Germany 
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when conventional therapy 
cannot reach the emotionally 
troubled patient with somatic illness 


makes the patient more accessible 


FENTAZIN TABLETS COntain 2mg., 4mg., or 8me. perphenazine, in bottles 
Of 50 and 500. FENTAZIN INJECTION contains 5my. perphenazine in 
1c.c. Boxes of 5 and mu-ampoules of 1 c.« 


ALLEN & HANBURYS LTD Bethnal Green London E 2 
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Infective CHLOROMYCETIN*® 


Ophthalmic 
CHLOROMYCETIN® 
Ophthaimic Ointment 


APLICAPS of 
Chioromycetin 
Ophthalmic Ointment 


Inflammatory — cnonomvcerns 


HYDROCORTISONE 
Ophthalmic 
CHLOROMYCETIN® 


HYDROCORTISONE 
Ophthalmic Ointment 


*Trade Mark 


PARKE, DAVIS & COMPANY, Inc. U.S.A Liability Limited, 
Hounslow, Middlesex. Tel: Hounslow 2361 
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HIGH PEAK 


oral penicillin 
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BROXIL 


BROXIL is the first of the new antibiotics 
prepared from the penicillin *“nucleus’? — 
6-aminopenicillanic acid— isolated in the 
Beecham Research Laboratories. 


CONCENTRATION 
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BROXIL produces a greater concentration of antibiotic 
in the blood after oral administration than any other 
oral penicillin. It produces blood level peaks two to 
three times as high as those following oral potassium 
penicillin V, and at least equal to those following in- 
tramuscular injections of penicillin G. 


BROXIL has an antibiotic spectrum similar to other 
forms of penicillin. 


BROXIL is the potassium salt of 


Ri i 
qua 152) 6-(x-phenoxypropionamido) penicillanic acid. 


AVAILABILITY 

Vials of 12 tablets. 

Basic N.H.S. price: 125 mg. 8/-, 250 mg. 14/9d 
Bottles of 100 tab‘ets. 

Basic N.H.S. price: 125 mg. 54/9d., 250 mg. 108/- 


BEECHAM RESEARCH 


Laboratories Ltd. 
GREAT WEST ROAD, BRENTFORD. MIDDLESEX 


Telephone: !SLeworth 4/1! 


SS 
J 
af) 


a 





THE PRACTITIONER 


for the treatment of dizziness, 
even in obstinate cases 


ie-mehelilelel-mielmisl-Melela lela Mtl i-mislsel'lelsm sala 


ROBERTS & CO. 76 New! treet - LONDON W1 


LUITPOLD-WERK MUNICH 25 
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IMMEDIATE RELIEF 


eure LAYER: ISOPRENALINE 


LONG-LASTING EFFECT 


NUCLEUS: EPHEDRINE AND THEOPHYLLINE 


FOR ASTHMA 


ISO-BRONCHISAN 


DOUBLE- “ACTION TABLETS 


Bech tablet contains iseprepy'-Nor-Adrenaline (iseprena/ 
Ephedrine ty drechier. gr. 2/5: Thebantine gr. 2. Packs See ek fo* 


Semples and literature available on request to: 
SILTEN LTD - SILTEN HOUSE - HATFIELD - HERTS Hatfield 30/2 
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~—~Niamid 


¢ nialamiae 


for the depressed patie 
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1 PROVED EFFECT 

2 UNPARALLELED SAFETY 

3 SMOOTHNESS OF ACTION 

4 ENHANCEMENT OF WELL-BEING 
Indications: 

Mild, Moderate and Severe Depression - Certain types of Mental 
Defect - Angina Pectoris - Inoperable Malignant States and Other 
Conditions Characterised by Chronic intractable Pain. 


Availability: 
25 mg. tablets in bottles of 30, 100 and 500. 
100 mg. tablets in bottles of 30 and 100 


Marketed in the United Kingdom by 
HARVEY PHARMACEUTICALS 
a department of Pfizer Lid., Folkestone 

* Trade Mark 3695 
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Squibb hydroflumethiazide (Di-Ademil) 
and Squibb Standardized Whole Root Rauwolfia 
Serpentina (Raudixin) with Potassium Chloride 


IMPROVED 


better than any 


diuretic-antihypertensive 


compound available 
because... 


Rautrax Improved contains DI-ADEMIL, a 
diuretic which produces diuresis equiv- 
alent to that seen with chemically related 
hydrochlorothiazide type diuretics, but with 
a LOWER POTASSIUM LOSS (Di-Ademil 
also has an antihypertensive effect of its 
own), and RAUDIXIN a superior anti- 
hypertensive with gentle, sustained 
antihypertensive action. Raudixin produces 
less gastrointestinal side effects than 
reserpine, and is less likely to cause 
depression. Although Di-Ademil produces 
diuresis with a LOWER POTASSIUM LOSS 
than any hydrochlorothiazide type diuretic 
available, 625 mg. of potassium chloride 
has been added to give patients maximum 
protection against possible potassium and 
chloride loss during long-term therapy. 





supply : Rautrax improved is supplied as capsule-shaped 
tablets containing 50 mg. Di-Ademil 50 mg. Raudixin and 675 
mg. potassium chloride Available in bottles of 25, 100 
and $00 

Di-Ademi! (Squibb hydroflumethiazide) is also available as 
50 mg. tablets in botties of 25, 100, 500. 


SQUIBB {ii 


A century of experience builds faith 


—R SQUIBB & SONS LTD 
EDWARDS LANE SPEKE LIVERPOOL 24 


‘Rautrax’ and ‘Raudixin’ are trademarks 
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In all types of insomnia, CARBRITAL* 
secures 6 full night’s refreshing 
sleep, with a fresh awakening on 
the morrow. Rapid onset of sleep 
is obtained by incorporating in the 
CARBRITAL formula a moderate 
dose of the quick-acting hypnotic, 
pentobarbitone sodium. This action 
is prolonged by the use of 
carbromal, a milder long-acting 
sedative, which maintains sleep 

for up to eight hours, leaving 

the patient with the minimum 


of depression on awakening. 


IN ALL TYPES OF INSOMNIA 


quick action 


prolonged sedation 


minimal after-effects 


Capsules: In bottles of 25 and 250 capsules, 
each containing pentobarbitone sodium 

(1¢ grs.) and carbromal (4 grs.) 

Elixir: in bottles of 4, 16 and 80 fi. ozs. 
Each fluid drachm (one teaspoonful) 
represents pentobarbitone sodium (} gr.) 
and carbromal (# gr.) 


PARKE, DAVIS & COMPANY Inc. U.S.A, Liability Limited 
Hounslow, Middlesex. Tel: Hounslow 2361 
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Iismelin 
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Lips the bronchitic patient 








Long acting 
sympathetic inhibitor | 
with potent and 
easily controllable 
antihypertensive 
effect 


ismelin 


for hypertension 





Geigy 


Availability 
(Basic N.H.S. prices) 


Tablets of 0.75 g 


Containers of 
12 a 5s. 4d. 
100 » « o aoe Ot. 


10% suspension in syrup 
Bottles of 50 mi 6s. 9d. 


PH i 
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Dosulfin the target sulphonamide 
for the chronic bronchitic 


Increasing clinical evidence is revealing that 
the greatest danger to the chronic bronchitic 
lies in the superinfection of the bronchi from 
upper respiratory tract infections. 


Dosulfin, a mixed sulphonamide consisting of 
equal parts of sulphaproxyline and sulpha- 
merazine, by providing adequate cover for this 
susceptible area equips the bronchitic patient 
to face the hazards of winter. 





Geigy Phar tical Company Ltd., Manchester 23. 
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A 
LONG-AGTING, 
EFFEGTIVE, 
ECONOMICAL 
RUBEFAGIENT 


RUBRIMENT may safely be prescribed whenever a rubefacient is 
indicated. 

RUBRIMENT is long-sustained in action, and for the relief of pain 
in muscular rheumatism, fibrositis, lumbago and allied conditions, 
one application a day has been found to be sufficient. 
RUBRIMENT is non-greasy, non-staining, and is free from un- 
pleasant odour. It contains 2.5% benzyl ester of nicotinic acid 
and 0.1°% Capsicin. 


PACKS AND PRICES q 
Samples will be sent on 
CREAM Basic N.H.S. Price request. Further 
tubes of 20G 1/8d. + 5d. P.T. information may be 


jars of 1 Ib........ 21/- + 5/2d. P.T. obtained from: 


HGRLICKS LIMITED 


2/4d. + 7d. P.T. Pharmaceutical Division, 


LINIMENT 
bottles of 2 fl. oz... 
bottles of 20 fl. oz... 21/- + 5/2d. P.T. Slough, Bucks. 








































































































































































































































































































































































































Tofranil’ Geigy Thymoleptic 
A major 
breakthrough in 
the treatment 
of depression 





aactclelolimcem lactated With | edral 








for 
asthmatics 


chronic 
bronchitics 


asthmatic 
children 


TEDRAL (piain) 
for daytime use — 
1 tablet every four hours. 


TEDRAL (enteric-coated) 

1 enteric-coated tablet and 

1 plain tablet on retiring ensure 
night-long protection against attacks. 


TEDRAL Suspension 
pleasant tasting, and particularly 
suitable for children. 


Each tablet has three 

active constituents. 

1. lo reduce congestion — 

ephedrine hydrochloride (igr.) 

2. to relieve constriction — 
theophylline (2gr.) 

3. to counteract central stimulation ~ 
phenobarbitone (igr.) 


Suspension 
Each teaspoonful (5mi.) contains 
the equivalent of 4 Tedra/ tablet. 


Tedral 


WILLIAM R WARNER & CO LTO 
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Butazolidin 


(phenylbutazone B.P.C. 60 mg. prednisone 1.25 mg.) 


Combined low-dosage 

antirheumatic 

Minimizes risk 

of hormonal imbalance 

Availability (Basic N.H.S. prices) 

Containers of 30 oe oe 10s. 6d. 
. i as «> See 
ua S00 .. .. 157s. Od. 

Geigy Pharmaceutical 

Company Ltd. 

Wythenshawe, Manchester, 23 


PH wee 
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ebrinal su 


relaxant- 
hypnotic 


reproduces 


the normal 
sleep pattern 


FORMULA 

Each tablet contains- 

Pentobarbitone 50 mg 

Mephenesin BP... 225 mg 
Schedule 4 

PACKS 

Bottles of 50 and 250 

PRICE 


Basic N.H.S. cost, 

4/- tor 50 tablets. 

DOSAGE 

Average adult dose: 

far insomnia—2 tabiets; 

up to 4 tablets may be taken 
in severe cases. 

For general sedation— 

1 tablet every 6 to 8 hours. 


Nebrinal is a balanced combination of 
muscle-relaxant mephenesin and inter- 
mediate-acting pentobarbitone, presen- 
ted in the form of specially designed 
‘timed-release’ tablets to provide 
‘tapered’ dosage. 

The outer layer of the tablet rapidly 
releases about two-thirds of the two 
drugs to induce relaxation and sleep; 
the balance of the drugs is released 
from the inner core 3 to 4 hours later to 
sustain relaxed sieep on a reduced 
dosage. 

The amount of barbiturate to be in- 
activated at any one time is thus kept 
low. 


Nebrinal provides 
INDUCTION OF SLEEP 


through relaxant plus hypnotic action 


SUSTAINED EFFECTIVENESS 
through ‘timed-release’ action 


REFRESHED AWAKENING 
WITHOUT ‘HANGOVER’ 
through ‘tapered’ dosage 


Further details and professional samples on request 
A. WANDER LIMITED, 42 UPPER GROSVENOR STREET, LONDON W.1. 
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Relieving 





the bronchial tree 
in asthma 


*‘ ASMAC’ TABLETS are formularized to provide 

A; mptomatic relief of the bronchial tree both 
during actual dyspnoeic attacks of bronchial 
asthma, and during remissions. 
‘ASMAC’ Tablets combine in a single prescription 
‘official’ drugs recog ized for their rel ability to 
effect mental sedation, decongestion, expectoration 
and bronchodilatation 


PACKS AND COSTS TO PHARMACISTS 


Standard Tube of 20: 3/- 
Dispensing Bottles: 100, 12/-; 500, 52/6. 


A. WANDER LIMITED, 
42 Upper Grosvenor Street, 
Grosvenor Square, London W.1. 


\ | 
Zz 


N 
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Allobarbitone B.P.C 
Ipecacuanha Liquid Extract B.P 
Ephedrine Hydrochloride B.P 
Caffeine B.P 
Aminophylline B.P 

Pi, S1, S4. Permissible on N.H.S. scripts 


0.02 ml. ( § minim) 
0.015 g. (% grain) 
0.10 g. (1) grains) 
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‘Tlosone’ brand propionyl erythromycin ester gives 
quicker, higher and longer-lasting blood levels than the 
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THE MONTH 


ADOLESCENCE, the subject of our symposium this month, is admirably 
described by Professor Ingram in the introduction to his article on ‘Derma- 
tological problems of adolescence’: ‘the great surge of 

The endocrine activity with its psychological accompaniments 
Symposium acting upon an organism in the vital stages of development, 
passing from childhood and dependency along the rugged 

path that leads to manhood and womanhood and independence’. In the 
management of this fascinating, if at times turbulent, phase of life, the 
family doctor plays the leading part. As the British Paediatric Association 
pointed out last year (Lancet, 1959, i, 825): ‘All the other agencies which 
look after the adolescent in hospital, in school, and in industry have a 
special duty to keep the family doctor informed about his patients. He 
alone can coordinate their activities to the advantage of his patient, and, 
when all these other agencies have completed their work, he will remain 
the patient’s medical adviser’. Of all the disturbances of adolescence the 
most troublesome these days would seem to be the psychological ones. 


Particular importance therefore attaches to Dr. Henry Wilson’s article on 
‘Psychological and psychiatric disturbances in adolescence’, the essence of 
which is summed up in these words: “The best preventive for the young is 
seeing that parents accept their children’s uncertain steps towards maturity, 
encouraging advances, showing tolerance. . .. Bad advice is usually 
couched in negatives, good in either the indirect good pattern shown by 
the parents, or practical hints most selectively spaced and abbreviated’. 


PROPRIETARY medicines are among the traditional Aunt Sallies of the ‘do- 
gooders’ in our midst. What is too often forgotten—or even never realized 
is the tremendous care which is taken in the control of these 
Proprietary preparations, including their advertising. In this respect, 
Medicines with our natural gift for compromise, and effectively com- 
bining legislative and voluntary control, we have evolved a 
system which is more effective than that in any other country. An admirable 
review of the present position has been prepared for a study group of the 
World Health Organization by Mr. W. G. Hollis, M.P.S., the secretary of 
the Proprietary Association of Great Britain. This is a trade association 
representing the manufacturers of proprietary medicines, and practically 
every manufacturer in this country is a member. 
The Association, which has its own medical consultants, has a code, 
whereby no advertisement can refer to the prevention, cure, or relief of 
diseases which should be in the care of a registered medical practitioner. 
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Indeed, the word ‘cure’ is forbidden in any advertisement. In the case of 
indigestion and rheumatism, members are prohibited, to quote Mr. Hollis, 
‘from making claims to treat chronic or persistent conditions of these 
ailments’. In addition, references, direct or indirect, are prohibited to a 
large group of ailments, including pernicious anemia, arthritis, dermatitis, 
and varicose veins. This list, of course, is additional to those diseases to 
which any reference is banned by the Pharmacy and Medicines Act, 1941: 
e.g. cataract, diabetes, epilepsy and glaucoma. Having surmounted this 
hurdle, the advertisement has then to receive the approval of the Newspaper 
Proprietors’ Association and the Newspaper Society which have their own 
code and their own medical consultants. Similar controls exist for advertise- 
ments in television. There may well be room for further improvement, but 
what the medical profession should realize is that every piece of advertising 
that appears in the lay press or on television has either been personally 
checked by a doctor or complies with two codes which have been drawn 
up after consultation with medical advisers. A little more hard thinking, 
and a little less loose talk, is what is required if standards of advertising 
proprietary medicines are to be raised still higher. 


AN interesting experiment in integrating Church and Medicine is reported 
from the School of Medicine of the Unversity of Nebraska by Professor 

R. L. Grissom and his colleagues (7. med. Educ., 1959, 
The Clergy 34, 1000). The experiment was a threefold one: (i) ‘Efforts 


andthe with undergraduate medical students’. (ii) ‘Efforts relating 
Doctor _ the clergyman to general hospital practice’. (iii) ‘Efforts at 
joint orientation between clergy and psychiatrists’. The first 
of these took the form of seminars in which eight or nine 
senior medical students, a member of the department of internal medicine, 
one of the hospital chaplains, and a social worker discussed ‘Emotional 
problems in a medical ward’. The second was aimed at integrating the work 
of hospital chaplains and the patients’ own clergymen, and consisted of a 
series of conferences, attended by a hundred clergymen, to discuss prob- 
lems such as ‘Pastoral care’, ‘Grief’, and “The Unmarried Mother’. The 
third was a series of courses organized by the Nebraska Psychiatric Institute, 
aimed at providing the clergy with a ‘graduated course of instruction and 
orientation in psychiatric techniques’. 

All three sections of the experiment have proved of value. So far as the 
medical students were concerned, ‘the regular presence of clergymen on the 
medical college campus in itself raised questions in the minds of medical 
students. As they learned the purpose for the chaplain’s presence and had 
an opportunity to discuss areas of mutual concern, mutual understanding 
has developed quickly’. The clergy were equally benefited in so far as they 
began to realize that, ‘since patient care must extend beyond the confines 
of the institution, a working relationship between the local parish pastor 
and the chaplain has become a necessity’. So successful has this part of the 
experiment proved that plans are being made to ‘conduct a 6-week intern- 
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ship in Clinical Pastoral Education on the campus’. American methods of 
education can seldom be transplanted direct to this country, but the basic 
idea is fundamentally sound and worthy of the most careful consideration 
by those responsible for the education of medical students over here. ‘This 
report, written jointly by the professor of medicine, the chaplain of the 
university hospital, and the associate professor of psychiatry, shows what 
can be done—and what should be done—if patients are to receive the care 
and treatment to which they are entitled. 


Even on the other side of the Iron Curtain private practice refuses to die. 
According to a recent statement by the Hungarian Minister of Health, Dr. 
Frigyes Doleschall, private practice is still necessary in 
Hungarian Hungary as there are still many people outside the scope of 
Medicine State Health Insurance. Under a new medical code, however, 
which came into force on January 1, 1960, as from August 1, 
private practice will be dependent upon a permit from the Ministry of 
Health. No doctor will be allowed to work solely as a private practitioner 
unless he is over 60 or has more than 66 per cent. disablement. Further, no 
doctor may treat his own State patients as private patients. If a patient 
wishes to have private treatment he must go to another doctor and, by so 
doing, he forfeits his right to State medicines or medical appliances. A 
further barrier is that private practice is forbidden in hospitals. 
A development which will have more appeal to practitioners in this 
country is one to cut down the work of doctors in rural areas. By the end of 
the year the Ministry of Health is planning to give all district general 


practitioners the assistance of a part-time secretary, as well as a districi 
nurse. Steps have already been taken in this direction, and last year 150 
part-time secretaries and 200 district nurses were appointed. 


Two recent reports from the United States throw an interesting light on 
the current craze for periodic medical examinations for ‘executives’. One 
from Philadelphia, by K. A. Elsom and his colleagues 

The Health (7. Amer. med. Ass., 1960, 172, 5), is based upon the 
of Executives findings in 1,513 executives, 822 of whom were examined 
on two or more occasions. This shows that at the first 

examination, only 28 per cent. were classified as healthy; 40 per cent. were 
found to have previously unrecognized disease, and the remainder had 
some form of disease which had already been diagnosed. Subsequent 
re-examination of the 822 seen after an average lapse of sixteen months 
produced 380 new diagnoses. Obesity and hypertension were the conditions 
most commonly diagnosed. Of the 612 individuals in whom new diseasé 
was diagnosed, it is said that 57 per cent. were suffering from a condition 
which, if unchecked, was ‘capable of resulting in death or major disability’. 
The second report is not concerned directly with executives. It is from 
New Orleans (J. E. Schenthal: Jbid., p. 1) and is based upon the findings 
over a twelve-year period at the Tulane University Cancer Detection Clinic. 
Of the 10,709 ‘apparently well and asymptomatic adults’ examined during 
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this period, only 8.2 per cent. were considered to have neither organic nor 
functional disease. Malignant disease was detected in only 77 (0.72 per cent.) 
of those examined: in the breast in 17, the cervix uteri in 15, the colon or 
rectum in g, and the lungs in four. What are the significance and value of 
these findings? Is it really the case that nine out of every ten apparently 
healthy people one meets in New Orleans are suffering from some disease, 
or that only one out of every four apparently healthy Philadelphian 
executives is really free from disease? Is health as rare a condition in the 
United Kingdom as it would appear to be on the other side of the Atlantic? 
These are but a few of the queries that are prompted by these depressing 
reports. The sceptic cannot help wondering whether in this laudable search 
for perfection, the Americans have hitched their medical wagon to a star 
which has little in common with the hard facts of terrestrial life. 


Basy farming, according to Dr. Philip Evans, ‘was a feature of the English 
Renaissance, like the glorious birth of the English stage and its poetry, the 

music of Byrd, nationalism, navigation, the Navy and the ex- 
Baby ploration of the New World, tobacco, potatoes, and the Church 
Farms of England as by law established’. Many of us had assumed that 

it had died out, like so many of the undesirable features of 
Dickensian England. In his fascinating lecture on ‘Baby Farming in England’ 
(Med. 7. South-West, 1959, 74, 83), however, Dr. Evans relates how he has 
not only met a baby farmer, but has also been told of a maternity home in 
the Home Counties from which, during the last war, ‘babies were disposed 
of in the old way, but with some charge for maintenance (an incentive to 
keep the child alive) as well as a down payment’, to homes in the North of 
England. 

In discussing the motives which cause people to get rid of their babies, 
Dr. Evans considers that ‘vastly the greatest reason is the stigma and in- 
convenience of having an illegitimate child’. ‘This’, he says, ‘was the basis 
of the thriving maternity homes of the suburbs of London in the nineteenth 
century, where, if abortion could not be arranged, the baby could be removed 
to a baby farm the day it was born, and the mother could return 
unencumbered and outwardly untarnished shortly afterwards’. It was not 
until 1872 that the legislature intervened, and it required a much publicized 
murder trial to produce the wholly inadequate ‘Infant Life Protection Act’ 
of that year. The trial was of a notorious baby farmer, Mrs. Waters, in 
whose home the police found nine children drugged with opium and in a 
miserable condition; five of them subsequently died. She was found guilty 
and sentenced to death. It required a further conviction for murder—of 
Mrs. Dyer, of Reading, following the recovery of the bodies of five of her 
charges from the Thames or the Kennet—to persuade Parliament to remove 
some of the more glaring loopholes from the 1872 Act. It was not really, 
however, until the coming into force of the Children Act, 1948, that the 
practice was brought completely under control. 





PUBERTY AND ITS PROBLEMS 
IN GIRLS 


By T. N. MacGREGOR, M.D., M.R.C.P.Ep., F.R.C.S.Ep., F.R.C.O.G. 


Consultant Obstetrician and Gynecologist, Western General Hospital, Edinburgh; 
Lecturer in Gynaecological Endocrinclogy, University of Edinburgh 


THE term, puberty, is often used synonymously with adolescence, but it is 
possibly more correct to define it as the transitional phase of life between 
childhood and adolescence. It begins with the appearance of secondary sex 
characters and terminates in the female with the initiation of ovulation. 
The duration of puberty varies considerably, but on an average it lasts 
from four to five years: that is, from the age of ten to the age of fourteen or 
fifteen. The onset of menstruation, or the menarche, is possibly the most 
outstanding phenomenon during this phase. 

Puberty is a complex entity—a maturing process—a phase of physical 
development and psychological adjustment, when the feeling of security of 
childhood gives way to one of insecurity. Puberty is probably the most 
impressionable epoch of life, and the one during which are fashioned the 
foundations of future character and moral values. The marked upsurge in 
mental and physical development is probably due primarily to increased 
activity of the anterior pituitary gland and secondarily to activation of all the 
endocrine glands, especially the gonads. There is an appreciable increase in 
stature. Differences between male and female, already noticeable about the 
age of eight, become accentuated by the eleventh or twelfth year, when the 
female pelvis widens and there is a marked increase in adipose tissue, 
particularly round the shoulders, thorax, breasts, hips, buttocks and mons 
veneris. The calves become heavier, and the thighs suggest an inverted cone, 
compared to the columnar-shaped thighs of the male. The breasts develop 
slowly, and assume the firm, full, hemispherical contour characteristic of 
the normal mature woman. Pubic hair usually makes its appearance after 
the breast changes and before the menarche, whilst axillary hair as a rule 
appears at a later date. The reproductive organs mature. The ovaries change 
from thin, elongated structures to oval-shaped organs. The Fallopian tubes 
increase in length and size. The uterus also increases in size and approaches 
the adult form. The external genitalia become more prominent. 


THE HORMONOLOGY OF PUBERTY 
During infancy and childhood, cestrogen production is at a low level, but 
during puberty hypophysial activity—the stimulus to which is unknown— 
induces follicular development and the secretion of cestrogen. Initially, this 
is adequate for the induction of extragenital changes, such as broadening 
of the pelvic girdle, the deposition of fat and possibly some of the psycho- 
March 1960. Vol. 184 (285) 
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sexual changes. Between the ages of eleven and thirteen, the activity of the 
anterior pituitary gland increases considerably, and under this stimulus the 
ovaries secrete cestrogenic hormone in amounts sufficient to develop the 
reproductive tract. An intimate relationship or balance between the anterior 
pituitary gland and gonads develops gradually over several months and, 
during this phase of adjustment, the uterine endometrium proliferates under 
the stimulus of estrogen, and uterine bleeding may or may not occur 
during phases of lowered cestrogen concentration. Eventually a peak of 
cestrogen secretion is reached which is adequate to release the pituitary 
luteinizing hormone in an amount which can act synergistically with the 
follicle-stimulating hormone, and carry the maturing follicle through ovula- 
tion and corpus luteum development. The subsequent period is ovulatory, 
the bleeding occurring from a secretory endometrium. This signifies the 
attainment of a normal pituitary-ovarian balance. It also indicates sexual 
maturity and the end of puberty. In a recent study we obtained evidence to 
indicate that this normal balance is reached at the menarche in about 60 per 
cent. of cases, whilst in the other 40 per cent. a normal balance is not 
attained for an interval of time varying from a few months to several years 
after the menarche. The period of pituitary-ovarian imbalance is a critical 
phase of puberty, readily influenced by abnormal constitutional and psycho- 
logical factors. It is a phase of relative infertility, and may be punctuated by 
episodes of excessive and irregular bleeding. 


THE MANAGEMENT OF NORMAL PUBERTY 

The guidance of the child during this important phase is generally regarded 
—and rightly so—as the responsibility of the parents, and certain sections 
of the community readily accept this responsibility with beneficial results 
to both parent and child. Many parents, however, particularly the large 
group in social classes 4 and 5, tend to shelve this responsibility, either on 
account of ignorance, indifference or fear, and allow their children to acquire 
the knowledge with which to satisfy their normal curiosity or genuinely 
inquiring minds as best they can, often with unfortunate results. The prob- 
lem of guidance and instruction is such an important one, however, that it 
must not be left to chance, but should be considered constructively, and in 
relation to the community as a whole. Each generation, as it approaches 
puberty, should receive factual instruction in anatomical and physiological 
principles of reproduction, and guidance on moral and ethical concepts. 
An attempt along these lines is now being made in schools. This is laudable, 
but I pose the question: Should teachers be asked to take on or be given 
this responsibility—even teachers of biology? 

In my opinion, the school medical officer of health is the individual most 
competent, on account of training, prestige and authority, to impart the 
necessary knowledge. This is a social as well as an educational problem. 
It is a problem which is a challenge to sociologists and experts in preventive 
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medicine. The instruction, which I believe should be started at the age of 
ten or eleven, could be given in about three lectures, planned as follows: 

(1) The physiological phases of life, and their significance. 

(2) The anatomy and physiology of reproduction : the significance of the menarche 
the hygiene of menstruation—its importance. 

(3) Simplified rules for the care of personal health: the value of exercise and 
games, leading up to moral and ethical concepts. 
The instruction should be a definite entity in the school curriculum, so that 
every child is furnished with factual information. In some cases, it will be 
supplementary to the information given hy the parents, but this is all to the 
good. The point I want to make is that every child should receive factual 
instruction from someone articulate and competent to impart the knowledge. 


PRECOCIOUS PUBERTY 
The onset of puberty, particularly the onset of menstruation, before the 
age of ten years, is generally considered to be precocious. This is not a 
common condition, but, when it does occur, it usually causes the parents 
considerable anxiety. It is important therefore that the causes of precocious 
puberty should be recognized, so that the necessary advice can be given. 

Constitutional precocity.—This is probably the most frequent type. The 
secondary sex characters may appear at a very early age. Menstruation is 
associated with ovulation. This type of precocity can be recognized by basal 
temperature records and hormone analysis. A biphasic temperature during 
the menstrual cycle, and the detection of urinary pregnanediol (an end- 
product of progesterone metabolism) during the second half of the menstrual 
cycle indicate ovulatory menstruation. Constitutional puberty is considered 
to be genetic or chromosomal in origin. No treatment is indicated or 
necessary, but the parents should be warned that although young, these 
girls are sexually mature, and that measures should be instituted for their 
protection. 

Cerebral precocity.—Cerebral lesions, such as encephalitis, basal menin- 
gitis and hypothalamic tumours, occurring in childhood, stimulate pituitary 
activity with resulting precocious menstruation. The neurological abnor- 
malities associated with these conditions indicate the cause of the precocity. 
An unusual cause of true precocious puberty is polyostotic fibrous dysplasia, 
a rare bone disease, which is believed to be due to a hypothalamic lesion. 

Precocious puberty due to neoplasia.—(Estrogen-secreting tumours of the 
ovary, such as granulosa-cell tumour, promote development of the secondary 
sex characters, and induce irregular uterine bleeding. The bleeding is not 
true menstruation, as it is not preceded by ovulation. On removal of the 
tumour, which is generally of such a size as can be recognized on abdominal 
palpation, the irregular bleeding ceases, the secondary sex characters regress, 
and the child reverts to the status of a normal child. In the past, granulosa 
cell tumours of the ovary were considered to be the most common cause of 
precocious puberty, and, on this account, many unnecessary laparotomies 
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were performed. Tumours and hyperplasia of the suprarenals rarely give 
rise to precocity in girls. 


DELAYED PUBERTY 
Puberty is considered to be delayed when menstruation fails to appear by 
the age of eighteen, although, in exceptional cases, it may be delayed until 


Age: !7 years 

Height: 625 inches (159 cm.) 

Average height for age: 634 inches (16! cm.) 
Weight: 954 pounds (43.2 kg.) 

Ideal weight: 116 pounds (52.5 kg.) 


Hzmoglobin: 68 per cent 


Fic. 1.—Delayed puberty. 


the age of nineteen or twenty. Failure of menstruation after the age of 
eighteen is generally referred to as primary amenorrhea. There are three 
important causes of delayed puberty. 

Malnutrition.—This is probably the most common cause. Generally, 
there is some development of the secondary sex characters, but nutrition is 
poor, and the hemoglobin level is subnormal (fig. 1). Attention should be 
directed primarily towards improving the general state of health. A balanced 
diet, particularly in respect of protein, exercise in the open air and the 
avoidance of undue fatigue and long working hours are indicated. Hormone 
therapy is unnecessary and unwarranted. 

Constitutional factors.—I\lnesses in childhood, such as chronic respiratory, 
renal and cardiac disease, are sometimes associated with retardation of 
physical development. In such cases puberty may be delayed several years. 
Puberty may be delayed when the girl is normally developed and in all 
respects healthy; the delay is considered to be due to some chromosomal or 
genetic factor. There is no indication for hormone therapy in delayed 
puberty due to a constitutional factor. 
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Gonadal dysgenesis and panhypopituitarism.—In both these conditions 
there is almost complete absence of secondary sex characters, and marked 
sexual infantilism (fig. 2). In panhypopituitarism there is, in addition, 
marked stunting of growth. Gonadotrophic hormone assays confirm the 
diagnosis. No hormone can be detected in the urine in panhypopituitarism, 
whereas excessive amounts are present in gonadal dysgenesis. In both 


Age: 19 years 
Height: 68} inches (174.5 cm.) 


Average height for age: 64 inches 
(162.5 cm.) 


Weight: 1195 pounds (54 kg.) 


Ideal weight: 1174 pounds (53.3 
kg.) 


Fic. 2.—Gonadal agenesis. Sex chromosomes—male 


conditions cestrogen therapy promotes the development of the secondary 
sex characters, and when given cyclically induces rhythmic withdrawal 
bleeding. 

ABNORMAL PUBERTY 
There are many deviations from the normal at puberty, but I propose to 
deal with only three, any one of which may cause considerable inconvenience 
to the patient and anxiety to the parents. 

Excessive and irregular uterine bleeding.—This is not uncommon during 
the early years of menstrual life, when the pituitary-ovarian balance is being 
established. Although the stimulus which initiates the pituitary-ovarian 
mechanism is unknown, it appears that the normal adjustment may be 
delayed in the presence of general debility and ill health. The first line of 
treatment therefore should consist of general therapeutic measures, such as 
regulation of the bowel, the avoidance of undue fatigue, the administration 
of iron and possibly a small dosage of thyroid extract. These measures are 
of value when instituted at an early stage, and certainly before the bleeding 
has become so pronounced or prolonged as to affect further the patient’s 
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general health. When the menstrual irregularity persists in spite of these 
measures, hormone therapy generally proves efficacious. Probably the most 
satisfactory form of treatment is a combination of estrogen and progestogen. 
An effective method of treatment is the oral administration of ethinyl- 


Age: 13 years 

Height: 664 inches (169 cm.) 

Average height for age: 584 ipches (148.6 cm.) 
Weight: 221 pounds (100.2 kg.) 


Ideal weight: 90 pounds (40.8 kg.) 


Fic. 3.—Puberal obesity. 


cestradiol, 0.05 mg. once, twice or thrice daily. The initial dosage, which 
varies according to the degree of bleeding, is continued for twenty-four 
days. During the last ten days of cestrogen administration—that is, from 
the 15th to the 24th day—norethisterone, 5 mg. twice daily, is given in 
addition. The bleeding is generally controlled within a few days, and, 
when it does recur, usually within seven days of cessation of treatment, it is 
associated with a secretory endometrium. A second course of therapy, 
similar to the first, but restricting the estrogen to 0.05 mg. of ethinyl- 
cestradiol daily and the norethisterone to 5 mg. daily, should be started at the 
onset of the bleeding. A third course, similar in dosage and timing to the 
second, is advisable. It is only in the exceptional case that the bleeding is so 
marked as to necessitate curettage of the uterus or blood transfusion. 
Puberal obesity.—Obesity is not uncommon during the puberal years 
(fig. 3). It tends to retard sexual development, and may delay the menarche. 
Many parents have the impression that the obesity is due to a glandular 
disturbance, and seek advice on this account. In the majority of cases, 
however, puberal obesity is due to over-indulgence in food, the food intake 
being in excess of caloric requirements. It is difficult to convince the parents 
that it is due to an unbalanced and excessive diet; such a suggestion is 
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usually strenuously denied. Before arriving at a diagnosis of overeating, it 
is advisable to examine the patient generally, directing particular attention 
to development and stigmata of endocrine disease. The blood pressure 
should be recorded, as hypertension suggests an adrenocortical lesion. 


Fic. 4.—Mammary hypertrophy: (a) Before operation. (b),Two weeks after operation. 


Radiological examination of the sella turcica generally excludes pituitary 
and hypothalamic disorders. Negative findings are obtained in the majority 
of cases, and confirm the diagnosis. 

In respect of management, Lisser’s observation is apt: that we should 
cease ‘consoling parents with the sage advice that Nature will take hold of 
both the obesity and the genital retardation in due course of time, secure in 
the knowledge that Nature sometimes does, but apparently indifferent to the 
fact that Nature oft-times does not’. 

The only effective therapy for obesity is a strict dietetic régime. This not 
only causes a reduction in weight, but the acne with which obesity is often 
associated disappears. The mother’s cooperation is essential. When dietetic 
measures are impracticable, either on account of economic reasons, or 
because the child is so spoiled and pampered—as obese children usually are 
—that the mother refuses to restrict the food intake, not only to please the 
child, but in the mistaken belief that a healthy appetite must be satisfied, 
then the administration of amphetamine sulphate, 5 mg. thrice daily, is 
generally effective in weight reduction. Although this method of weight 
reduction is sometimes frowned on, when employed judiciously it can be of 
very great value. When the cooperation of the mother is obtained, instruction 
regarding the food to be avoided or restricted may be all that is necessary. 
The aim should be a diet affording 1,200 to 1,500 calories daily. 

Mammary hypertrophy.—Abnormal development of the breasts is un- 
doubtedly a source of distress to girls at puberty. The cause of the mam- 
mary hypertrophy, which is usually bilateral, is obscure. It may take the 
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form of a marked increase in adipose tissue—pseudo-hypertrophy—or the 
more rare true hypertrophy, associated with a marked increase in all the 
constituents of the breast, and in particular, the glandular elements. The 
fact that mammary hypertrophy may occur in several members of the same 


Fic. 5.—Hypoplasia of right breast. 


family suggests a hereditary origin. In other cases it may represent an 
abnormal reactivity of the breast tissue to normal hormonal stimuli. Treat- 
ment is difficult. In hypertrophy of moderate degree, a well-supporting 
brassiere may be effective, but surgery may be indicated when the hyper- 
trophy is of marked degree (fig. 4). 

Mammary hypoplasia.—This condition is generally an expression of 
genital infantilism. The lack of development is due to a deficiency or absence 
of the ovarian sex hormones. Occasionally, however, it is due to unrespon- 
siveness of the mammary tissue to the normal hormonal stimulus (fig. 5). 
Hypoplasia associated with hypogonadism responds to hormone therapy in 
the form of cestrogen and progesterone, whereas that due to non-reactivity 
of the tissue does not respond to therapy. 


SUMMARY 

(1) Puberty is defined as the transitional phase of life which bridges the 
gap between childhood and adolescence. Its characteristic features are 
discussed and its hormonology described. 

(2) The guidance of the child during the puberal years should not be left 
to chance. Instruction should form part of the school curriculum, so that 
every child receives factual information. 

(3) The causes of precocious and delayed puberty are discussed. 

(4) Some abnormalities of puberty are illustrated. 


The plastic operation (fig. 4) was performed by Mr. James Jeffrey, F.R.C.S. 
I am indebted to Mr. James Shearsby, Department of Obstetrics and Gynecology, 
Edinburgh University, for the clinical photographs. 
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Tue endocrinological problems of adolescence can be divided into two 
main groups: those concerned with disorders of nutrition and growth, and 
those concerned with disorders of sexual development. So far as the latter 
is concerned, this article will not deal with the problem in girls as that is 
fully discussed elsewhere in this symposium (Macgregor, 1960). 


OBESITY 

The subject of obesity in adolescence is being considered first because it is 
one of the commonest conditions seen in an endocrine clinic, although in 
most patients there is no evidence of any recognized endocrine disease. 
In these cases the condition is termed simple constitutional obesity. It is 
beyond the scope of this article to discuss in any detail the causation of the 
disturbance. It is often familial and occasionally the onset follows a period 
of lying in bed as a result of an infectious illness or an operation. Obesity has 
been ascribed to overeating, to a disorder of a centre in the hypothalamus 
concerned with fat metabolism and to excessive secretion of a hormone 
(? growth hormone, ? corticotrophin) of the anterior pituitary gland 
(Simpson, 1948, 1951). Chalmers, Kekwick and Pawan (1958) have recorded 
the presence of a fat-mobilizing substance in the urine of fasting healthy 
people; this observation may prove to have some bearing on the etiology 
of simple obesity. Although overeating has been cited as a cause, in many 
cases this is not true. Often the appetite is normal and a large appetite is not 
unusual in adolescents who are not fat. Excessive appetite, or polyphagia, 
is not necessarily due to gluttony: it may be pathological, due to the action of 
some hormone or to a disturbance of the hypothalamic centre which 
regulates appetite. 

The distribution of the fat in simple obesity is generalized and often in 
the severer forms it is greatest in the mammary region, abdomen and hips, 
imparting to males a feminine configuration of the body. If puberty is 
delayed, or if the genitalia appear small through being embedded in the 
pubic fat, the erroneous diagnosis of Fréhlich’s syndrome is often made. 
After puberty and in early adult life a good deal of the fat may be lost, 
although a certain degree of plumpness may remain; in other cases the 
obesity continues and may become more severe. 

Adipose gynandrism and adipose gynism, described by Simpson (1951) and 
thought by him to be due to pituitary-adrenal hyperactivity, are types of 
March 1960. Vol. 184 (293) 





294 THE PRACTITIONER 


obesity in which the fat is distributed as in Cushing’s syndrome, sparing 
the limbs. It is associated with purple or red striz, cyanosis or cyanotic 
mottling of the buttocks and extremities, and hypertension. In males puberty 
is delayed and the facies, the configuration of the body, the voice, gestures 
and emotions are feminine (gynandrism); in females the breasts are large 
and the onset of menstruation will have been early (gynism). 

In the small group of patients in whom an endocrine cause is recognized 
the diseases which may give rise to obesity are hypothyroidism, cranio- 
pharyngioma, chromophobe adenoma, Cushing’s syndrome and _ hyper- 
insulinism. In these diseases other well-known manifestations of the disorder 
are present. Simple obesity may simulate hypothyroidism when accom- 
panied by lethargy and sensitivity to cold, in which case investigations of 
thyroid function should be carried out, remembering that the figure for 
the basal metabolic rate is inaccurate in obese persons because of the large 
surface area. When obesity is of fairly rapid onset or is accompanied by 
infantilism or by secondary amenorrheea, the pituitary region should be 
examined radiologically for a craniopharyngioma or a chromophobe 
adenoma. Adipose gynandrism and gynism may be mistaken for Cushing’s 
syndrome on account of the distribution of the fat, the purple striz, cyaposis 
and hypertension, but Cushing’s syndrome is differentiated by amenorrheea 
or oligomenorrheea, diminished glucose tolerance and increased excretion of 
17-hydroxycorticosteroids, 

The treatment of simple obesity during adolescence is a problem because 
reducing diets are often difficult to administer on account of the patient’s 
being at a boarding school or living in a poor home or being unable to keep 
to the diet through hunger, and also because dietetic measures during this 
period of life may interfere with normal statural growth. They should be 
instituted only if the obesity is gross or interferes with normal activities 
or causes the patient to be ridiculed. A short intensive course of treatment 
and the reduction of 14 pounds (6.3 kg.) in weight may be advantageous. 
In some of these patients the lower level of body weight is maintained in 
spite of only moderate restriction of food intake after the treatment is 
completed. The administration of thyroxine is contraindicated since the 
condition is not due to hypothyroidism. 


THINNESS 
Thin, underweight adolescent patients may be referred to the endocrinolo- 
gist when no organic cause has been found, the suggestion sometimes being 
made that the condition may be due to hypopituitarism, especially when in 
girls it is accompanied by amenorrhea. Hypopituitarism does not cause 
thinness except when the patient is almost moribund, when it is brought 
about by anorexia and vomiting (Sheehan and Summers, 1949). In girls 
thinness, often associated with amenorrheea, is usually due to anorexia 
nervosa, a condition which is rare in boys; otherwise in both sexes the 
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thinness may be termed ‘constitutional’ and is not considered to be due to 
any recognized disease. 
DWARFISM 

Dwarfism is defined as deficient growth in stature to such a degree that the 
height is below the lowest normal limit, sexual development being normal. 
Most cases seen in an endocrine clinic are genetic in origin, but whether the 
fault lies in deficient production of the pituitary growth hormone or in 
decreased sensitivity of the growing ends of the bones to a normal amount 
of growth hormone is unknown. There are only two purely endocrine causes 
of dwarfism: hypothyroidism and sexual precocity. In the latter the early 
increase in the output of cestrogens or androgens, although at first in- 
creasing the rate of growth, produces shortness of stature by causing early 
fusion of the epiphyses. The shortness of stature observed in gonadal 
agenesis (Turner’s syndrome) is thought to be genetic in origin and not 
due to sex hormone deficiency. 

Etiological factors in the past which may have been responsible for 
temporary cessation of growth and consequently shortness of stature are 
underfeeding, chronic gastro-intestinal diseases and chronic infections and 
therefore a careful inquiry should be made concerning their occurrence. 
Radiological examination of the ends of the bones in these cases of so-called 
cachectic dwarfism shows transverse lines of arrested growth in the diaphyses 
(Harris’s lines) and even premature union of the epiphyses. Dwarfism is 
also an accompanying feature of numerous non-endocrine clinical entities, 
which will not be discussed. 

The treatment of dwarfism is highly unsatisfactory. It is obvious that 
further growth in height is impossible in those cases in which the epiphyses 
have united. The preparations of growth hormone on the market have been 
shown to be ineffective in genetic dwarfism, either because they are not 
sufficiently potent or because of decreased sensitivity of the growing ends 
of the bones to stimulation. There are, however, minor degrees of retardation 
of growth, due to deficient intake of food, vitamin deficiency, general ill 
health and hypothyroidism, which may be corrected by the appropriate 
measures. 

GIGANTISM 

Excessive growth in height may be due (1) to increased secretion of the 
pituitary growth hormone, the result of hyperplasia or adenoma of the 
acidophil cells, or occasionally (2) to delayed union of the epiphyses in sexual 
infantilism so that there is a longer period during which growth may occur, 
or (3) it may be familial or genetic in origin, whereby there is possibly an 
increased sensitivity of the growing ends of the bones to normal stimulation. 
In most cases the excessive growth is first evident during early adolescence, 
but in the hyperpituitary and genetic types it may have begun before 
puberty. It is particularly troublesome and embarrassing to girls. 

The diagnosis of gigantism associated with sexual infantilism is obvious. 
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In the absence of infantilism the pituitary fossa should be examined radio- 
logically for a tumour. In those cases in which there is no evidence of a 
tumour it may be difficult to differentiate hyperpituitary gigantism from 
genetic gigantism, for sometimes hyperpituitary gigantism is hereditary. In 
genetic gigantism there are no metabolic disturbances, cardiac hypertrophy 
or other manifestations of hyperpituitarism, yet on the other hand excessive 
growth may be the only symptom of hyperpituitarism. 

The treatment of gigantism caused by gonadal deficiency consists in the 
administration of the appropriate sex hormone to promote epiphysial union. 
This method may also be adopted with success in genetic gigantism and in 
that due to acidophil hyperplasia, although in females irregular uterine 
bleeding may be produced (Freed, 1958; Spence, 1959). In cases due to 
acidophil adenoma or to acidophilic hyperplasia causing metabolic dis- 
turbances pituitary irradiation is probably the best course. 


INFANTILISM 

Infantilism is dwarfism combined with failure of sexual development; 
when failure of sexual development is associated with normal or increased 
stature the condition is spoken of as sexual infantilism. The endocrine 
disorders which have to be considered in determining the cause of infantilism 
are hypopituitarism, hypothyroidism, eunuchoidism, prepubertal castration 
and lesions of the hypothalamus. The non-endocrine diseases which may be 
responsible for the condition are chronic-gastro-intestinal diseases, chronic 
infections, metabolic diseases, chronic nephritis and severe heart disease. 
The commonest organic lesion that causes pituitary infantilism is a cranio- 
pharyngioma, but in many cases of pituitary infantilism an organic lesion is 
not demonstrable. In these patients one must postulate a congenital pituitary 
defect causing insufficiency of the growth and gonadotrophic hormones or, 
when the stature is normal, of the gonadotrophic hormones alone. 

Eunuchoidism, that is, primary hypogonadism, may have arisen before 
puberty, in which case the testes are congenitally absent or are extremely 
small, the result of an embryological defect. In this case the diagnosis 
presents no difficulty and androgen therapy is indicated. On the other hand, 
the condition may start at the time when puberty should have begun, the 
testes failing to mature. In this instance the testes are the same size as 
those of a normal prepubertal boy and the condition clinically is no different 
from that of secondary hypogonadism due to failure or secretion of the 
pituitary gonadotrophins. The two disorders may be differentiated by 
testicular biopsy and by estimation of the urinary gonadotrophin which is 
low in hypopituitary hypogonadism and high in eunuchoidism. Gonado- 
trophin assays, however, are not within the scope of most laboratories and 
actually both investigations are unnecessary. It is sufficient to carry out a 
therapeutic test with chorionic gonadotrophin, in which a favourable re- 
sponse is obtained in hypopituitary hypogonadism and not in eunuchoidism. 
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It has been said that differentiation between these two conditions is of 
academic interest only and of no practical importance because the treatment 
of either is with testosterone. I do not agree with this statement for the 
following reason. ‘Testosterone depresses pituitary-testicular activity: if 
treatment with testosterone is started at the age of 16 or 17 and the case 
happens to be one of delayed puberty (see below), which is due to delay in 
the secretion of gonadotrophin, the secretion of gonadotrophin will be 
suppressed for as long as testosterone therapy is continued, which would 
probably be for the rest of the patient’s life. This procedure maintains 
failure of testicular development and sterility in a person who if treated as 
described below may have developed into a normal man. 


DELAYED PUBERTY 
The onset of puberty may be delayed even to the age of 20 and thereafter 
sexual development proceeds normally. It is impossible to distinguish 
delayed puberty, which is a mild form of hypopituitary hypogonadism, from 
permanent hypopituitary hypogonadism unless a causative lesion is dis- 
covered pointing to the latter diagnosis. 

Treatment of delayed puberty.—Treatment of a patient who does not show 
signs of puberty at the normal age of 13 should be delayed for as long as 
possible in order to give Nature a chance, but it should be begun if the 
condition gives rise to any psychological upset or causes the boy to be 
ridiculed at school. The disadvantage of starting treatment with preparations 
of testosterone has already been described. It is advisable to begin treat- 
ment with chorionic gonadotrophin over a period of six months to stimulate 
development of the testicular interstitial tissue and the secretion of test- 
osterone. After a rest-period of three to six months it may be observed 
whether any spontaneous development has taken place and, if so, no further 
treatment is necessary. If there has been no spontaneous development 
during the rest-period, the course of gonadotrophin should be repeated. 
Should this régime have produced no response at all it shows (1) that the 
case is not one of delayed puberty and (2) that the defect lies primarily in 
the testes; the patient should thereupon be treated with testosterone. 
Testosterone will also be necessary when rest-periods alternating with 
several courses of gonadotrophin show no evidence of spontaneous develop- 
ment and therefore point to permanent hypopituitary hypogonadism. 


UNDESCENDED TESTES 
If a testis is undescended at the time of adolescence, it is unlikely to descend 
spontaneously, although this has been reported. It may be possible to bring 
the testis into the scrotum by orchidopexy or, less likely, by gonadotrophin 
therapy, but it is unlikely that spermatogenesis will ever take place in the 
organ since the tubules will be atrophied. In cases of bilateral cryptorchidism 
therefore the patient will be sterile; yet it is advisable for at least one testis 
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to be brought into the scrotum if possible, because in long-standing bilateral 
cryptorchidism delayed eunuchoidism occasionally arises as a result of 
degeneration of the interstitial tissue. 


GYNAZCOMASTIA 
Mammary hyperplasia of puberty, in which there is a tender nodule of 
breast tissue underneath the nipple, occurs in about 80 per cent. of 
adolescent boys and requires no treatment since the condition subsides 
spontaneously. If the nodule is painful local inunction with testosterone 
cream may be tried and sometimes reduces the discomfort. 

True gynzcomas'.a, in which there is considerable growth of mammary 
tissue, is rare. It snould not be confused with the fat breasts which occur 
in obese subjects. In most cases there is no ascertainable cause, but it has 
been observed in a variety of endocrine states, the commonest being semi- 
niferous tubular fibrosis and atrophy (Klinefelter’s syndrome). Hormone 
therapy is ineffective; the treatment is surgical removal of the breasts. 


HIRSUTISM 

The embarrassing condition of hirsutism which may arise in adolescent 
girls falls into the following categories: (1) simple, idiopathic or con- 
stitutional hirsutism, (2) the adrenogenital syndrome caused by an adrenal 
tumour or by adrenocortical hyperplasia, (3) the Stein- Leventhal syndrome 
and, rarely at this age, (4) arrhenoblastoma of the ovary. The problem, 
which is not infrequently a difficult one, is to determine to which category 
the patient belongs. 

Constitutional hirsutism is caused by increased sensitivity of the hair 
follicles to androgenic stimulation or, in those cases in which the excretion 
of 17-ketosteroids lies in the upper region of the normal range (5 to 18 mg. 
per 24 hours), it may be due to a slight excess of adrenal androgens. In most 
cases the excessive growth of hair is limited to the face with perhaps a few 
hairs on the breasts, but the amount and distribution of the hair is by no 
means diagnostic, for there may be an extension of pubic hair to the um- 
bilicus and on to the thighs as is seen in true virilism, Whilst acne and 
excessive secretion of the sebaceous glands may be present, the clitoris is 
not enlarged and menstruation is usually, but not always, normal. The 
excretion of the 17-ketosteroids is within normal limits. In treatment 
corticosteroid or cestrogen therapy is valueless; the excess hair may be 
bleached or removed by shaving, by paraffin wax or by the electric needle. 

In the adrenogenital syndrome the excess hair is usually widespread, but 
sometimes it is slight, the pubic hair is usually of the male type, the clitoris 
enlarged and there is amenorrheea or oligomenorrhoea. On the other hand, 
in some cases there is no obvious clitoral hypertrophy and menstruation is 
normal. The excretion of the 17-ketosteroids is usually, but not always, 
raised and is greater in the tumour cases, especially in carcinoma, than in 
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hyperplasia, but here again there is an overlap. The finding of an increased 
excretion of $-17-ketosteroids, of which the most important is dehydro- 
epiandrosterone, is strong evidence in favour of the diagnosis of adreno- 
cortical tumour, especially carcinoma, but cases of both benign and malig- 
nant tumour have been reported in which the excretion of this substance 
has not been increased. Thus the estimation of the 17-ketosteroids may not 
be diagnostic. That hyperplasia can be differentiated from a tumour by the 
administration of corticotrophin, to produce a significantly increased 
excretion of 17-ketosteroids in the former but not in the latter condition, 
and by giving suppressive doses of a corticosteroid, to depress their excretion 
in hyperplasia but not in a tumour, has not been substantiated with further 
experience, for both of these tests have proved to be unreliable. Radiology 
after presacral insufflation of oxygen or tomography is often of value in 
demonstrating a tumour when suspected, but if this investigation is in- 
conclusive laparotomy will have to be performed. 

Treatment of the tumour cases is surgical removal of the tumour; the 
results are usually satisfactory except when the tumour is malignant and has 
invaded the capsule or adrenal vein. Hirsutism caused by adrenocortical 
hyperplasia is treated with suppressive doses of a corticosteroid, fludro- 
cortisone being avoided as it has too powerful an action on the electrolytes. 
Although menstruation is often re-established, the effect on the hirsuties is 
usually disappointing: the excess growth of hair may be retarded to some 
extent, but it rarely disappears (Spence, Jenkins and Robinson, 1956). 

The Stein-Leventhal syndrome presents the clinical features of secondary 
amenorrheea, virilism and obesity, but there are considerable variations; 
hirsutism is present in about 50 per cent. of cases (Bishop and de Vere, 
1957). The ovaries are usually bilaterally enlarged, containing multiple 
follicular cysts with proliferation and luteinization of the theca interna. 
They are often palpable on pelvic examination, but in some instances on 
laparotomy the size and appearance of the ovaries are almost normal 
(Prunty, Brooks and Mattingly, 1958). In most cases the 17-ketosteroid 
excretion is within the normal range. The diagnosis may thus be difficult in 
the absence of palpable ovaries and it is hardly justifiable to submit patients 
with only amenorrheea and hirsutism to laparotomy or even to peritoneo- 
scopy or radiological examination after the induction of a pneumo- 
peritoneum. 7reatment consists of a wedge-resection of both ovaries and, 
according to Bishop (1954), ‘is as fantastically successful as it would appear 
to be illogical’. Menstruation is re-established in most of the patients, but 
the effect on the hirsutism is variable: in some there is complete regression, 
in others partial remission and in others no change. Bishop (1954) considers 
that at present only those patients with palpably enlarged ovaries should be 
possible candidates for operative treatment. 

In arrhenoblastoma the clinical picture resembles that of the adrenogenital 
syndrome. The 17-ketosteroid excretion is usually normal and only 
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occasionally is it moderately raised. In differentiating the condition from 
adrenal virilism a pelvic examination should always be made, if necessary 
under a general anesthetic. Treatment is surgical removal of the tumour. 


DISORDERS OF THE THYROID GLAND 
The principal disorders of the thyroid gland during adolescence are puberty 
goitre and toxic goitre. 

Puberty goitre is the commonest type of sporadic non-toxic goitre. It is 
usually not large and after puberty has passed it may diminish in size and 
even disappear spontaneously. ‘Treatment with iodine usually reduces its 
size; if no reduction is apparent after four weeks thyroxine should be 
substituted. 

Toxic goitre is not uncommon just after puberty, it occurs more often 
in girls than in boys and the diagnosis presents no difficulty. Investigation of 
thyroid function with radioactive iodine is not only unnecessary, but is 
inadvisable during this age-period on account of the risk of carcinoma, 
remote though it may be with such small doses. Because toxic goitre in 
adolescence often remits spontaneously, it should be treated with an anti- 
thyroid drug; operation may be necessary in severe cases and in those in 
whom there appears no evidence of spontaneous remission after two years 
of medical treatment. 
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Berore adolescence the child is buttressed by his family and his school. 
He works and plays within the pattern they lay down. When he gets into 
trouble they get him out of it. (Throughout this article I speak of the 
adolescent as a male. It is not intended to forget the girls, whose problems 
are roughly similar.) Then, when the adolescent becomes aware that he will 
suffer for his mistakes, there may no longer be a helping hand. He will be 
criticised, or expected to make amends. He is aware of a subtle difference 
between the hitherto supporting Society in which he has lived, and the 
Society to which he may contribute by athletic prowess, by serious planning, 
by sharing his earnings, by accepting responsibilities. Heroes emerge, mates 
who do manly things, chivalrous or aggressive; girls enter into his day- 
dreams with undeniable force and excitement. Moreover, he can play games, 
or win certificates, or gain thanks, or suffer obloquy, and both his society 
and he derive pleasure or pain from his acts. By 21, or 25, or maybe later, 
he will have emerged into manhood, responsible for his vote, for his finances, 
for his family. 
NORMAL ADOLESCENCE 

Early adolescence is associated with increased muscular activity and drive. 
It is often the time when the individual is more important in school or in 
teams than he will be for years again. He has hardly tasted this self- 
importance before he becomes a cog in an office, an apprentice cuffed from 
pillar to post, or the undergraduate. Of the latter it has been said in his first 
year he knows not that he knows not, in the second he drinks gall for he 
knows that he knows not. There is one redeeming feature to the way that his 
importance at school is followed by the inferiority of factory or job-learning. 
The youth is learning about the other sex, he not only masters his job, he is 
developing an interest in women which may rapidly mature, and which 
demands self-mastery. 


NORMAL SYMPTOMS AND SIGNS 
Adolescence is no disease-process, but it has its symptoms and signs: the 
youth’s clumsiness and liability to slights, his blushing, his worries about 
physical growth and his secondary sexual characteristics. Signs other than 
growth and genital activity comprise the moods, often intense yet fleeting, 
explosive tantrums, overwhelming remorse. These, and secretiveness, 
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violent friendships, absorption in politics, religion, debates, can all be 
reckoned as essentially normal. Indeed, perhaps the severer psychiatric 
problems come upon those whose adolescence has seemed to pass unnoticed. 
The relief afforded by occasional outbursts, whether of rudeness or remorse, 
denotes that emotions can well up, and often in so doing dissipate their 
more serious effects. Adolescents full of activity suddenly flop. If the parents 
say ‘Poor Tom, he has worked or played hard we won’t expect anything 
from him in the house’ they may reap a selfish, unfeeling youngster. Tom 
and all adolescents should be dimly aware of the demands placed upon them. 
But that will be sensed in the atmosphere where parents have been en- 
couraging signs of maturity in the young, less readily where mother has 
preferred to be a Martha cumbered with serving, and issuing fiats based on 
fear, without showing the satisfaction which comes from an expectant 
attitude. 


Advice given by well-meaning parents at these times is apt to have little 
effect. For mother to tell the girl ‘Why don’t you go to the Youth Club?’ 
is not likely to be effective if Mary’s inquiries about boys and lovemaking 
(often highly disguised) have in years past been met with embarrassment and 
distraction, or the parents have been manifestly ill-matched. 


Indeed, one of the signs of adolescence is indirect: harassed parents 
consulting doctors because of what they are afraid may happen. Anything 
may happen. The best preventive for the young is seeing that parents accept 
their children’s uncertain steps towards maturity, encouraging advances, 
showing tolerance when Tom brings a most unsuitable Judy to tea (resting 
assured that with Tom’s background ultimately the complementary Miss 
Right will materialize). Bad advice is usually couched in negatives, good is 
either the indirect good pattern shown by the parents, or positive hints most 
selectively spaced and abbreviated. 


The sudden interest in clothes, in hair styles, in powder, paint, and 
smoking, are well known. The more striking manifestations affect the least 
secure. The early smokers, as well as the T.V. addicts, are usually those 
ill-equipped intellectually or emotionally, rather than those with hidden 
reserves of composure. Composure is not correlated with intelligence, but 
with inner security. And it is no wonder therefore that delinquency, truancy, 
the rolling-stone young hand, come largely (though not always) from un- 
happy homes (which are not always the materially poor, nor intellectually 
handicapped ones). 


SCAFFOLDING AND FREEDOM 


Before adolescence we have been provided by society or by parents with 
crutches. These we would throw away. Or we have been shielded behind the 
hoardings of family tradition. The young adolescent peeps over, sees a 
land of promise, and may expose himself (say his elders) to danger. Yet he 
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cannot conclude adolescence until he has become as high in stability as 
he may be in stature. He should be thankful for the scaffolding which 
educationists have provided, but be glad that he now can face the future on 
his own, and bear wholesome emotional tension. 


Maturity may be feared and ways of remaining schoolboys at heart are 
found. There may be excessive devotion to the old school tie, over- 
boisterous heartiness, the unnecessary devotion to the elders of the ‘Mum’s 
boy’. The horsiness of some female societies, hollow loyalties to some hero 
or institution are the female counterpart. There are the stage take-offs of 
elderly men who have never grown up. Or a profession may be chosen in 
which we suspect idealism is not unmixed with a knowledge that the full 
challenge of maturity is evaded. 


HANDLING FEAR AND APPARENT FAILURES 


Education and Society can stimulate towards independence, inertia or to 
regression. We have to handle the fear that our ambition may meet, we 
have to handle the disappointment which unrealistic aims or family loyalty 
have engendered, surmounting the scholastic obstacles of the examination, 
acquiring office or factory expertise. Success in games, or with the ladies, 
is the result of practice, of mastery, of adaptability, of effort. And they all 
demand a readiness to expose ourselves to criticism and ridicule. Many 
adolescent disorders can be reduced to terms as simple as that. Criticism 
and ridicule are abhorrent if we have been sailing under false colours, or 
accepting aims and suppressing inquiry because they are the safest way to 
ensure peace at school or home. 

The drive towards emotional progress differs from adolescent to 
adolescent, but it is inherent in the dullest brain or the most phlegmatic 
temperament. Yet pedagogues, foreman, parents may restrict these drives, 
arguing that Tom cannot be trusted yet. Jealousy within the adult is an 
unconscious component in this attitude, and it leaves out of account the 
fact that adolescents have usually their own scaffolding, their own inhibitions, 
and their vital capacity to learn by mistakes. 

If the adolescent is to emerge he has to experiment with his drive towards 
power or towards beauty. His drive is to be harnessed not thwarted, and 
anxiety and excitement should be aroused. He must handle the guilt of 
achieving aims different from his parents. This is likely to be dimly felt 
as he plans his work and excursions, his travels, his loyalties. The drive 
forward is there taking very different forms, but it can only emerge as 
fear and guilt are handled, the self is expressed, and the adventure of 
expanding experience through frank discussions, friendships, and self- 
exposure is faced. 

When fear is not handled, and day-dreams preferred to reality, the 
impatient psychopath may emerge, or the youth be driven into auto-erotic 
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practices. But conflict will emerge and we can tabulate disorders thus :— 


The road to progress, social skills and heterosexual friendships seems too arduous 
z, 
Regression 


vy 
Conflict between the instinct to progress versus safety-first retreat 


v 
Worry, lack of zest, anxiety, results in: 

1. Anxiety concerning work, anxiety concerning health. 

2. Bursts of ‘depression’: e.g. ‘I’m fed up’, possibly suicidal gestures. 

3. The compromise of the hysterical symptom. 

4. Notoriety, clumsiness, getting into rows, aggression, delinquency. 

5. Anxiety may lead to suspicion, yet the youngster knows his suspicions are 
unfounded. 

6. Phobias of restaurants, of trains, of crowds and cinemas. 

7. Melancholic, not transient, depression. 

8. Loss of interest and ambition, paranoid ideas of suspicion and/or grandeur 
without insight. 

g. Withdrawal, pseudo-philosophizing, or the embracing of esoteric interests. 

10. Sex deviants 


ANXIETY AND FRUSTRATION 

We have spoken of ‘wholesome emotional tension’ which I believe is 
thoroughly healthy. The distinction between this and morbid adolescent 
anxiety comes when the youngster is too anxious about his tvork, cannot 
relax, must press on, will not accept reasonable advice, and loses his sense 
of proportion. It may be anxiety about his parents or siblings, more 
commonly about his health. This is more than worry about sex, though 
that often accompanies it. Hypochondriasis is seldom found when the 
challenge of thrusting forward determinedly, yet reasonably, is accepted. 

The adolescent who comes saying ‘I have depression’ seems commoner 
than he was. This is questionable. It is more fashionable than ‘I’m fed up’ 
which is truer of his frustrated feelings. These so-called ‘depressions’ are 
short-lived, melt away when his attention is distracted but may recur 
frequently if his drives for success are not realistic. They do lead on to 
suicidal gestures (‘gestures’ as distinct from determined suicidal purpose), 
or overdrinking in a small percentage of cases. Determined self-destructive 
acts are the outcome of a depression with self-blame, and in the commoner 
type it is everyone except himself who is blamed. 

Understanding suicidal impulses.—These suicidal gestures appear more 
often than of old, and they portend a society in which there seems less loss 
of self-respect when such cries de cwur are made. Despite the labile, 
immature nature of adolescents who act in this way, some attempt at 
understanding their problems, however superficial these problems seem to 
the observer, is needed. Can the youngster view himself with more humour 
than gravity? 
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Hysterical compromises.—Hysterical symptoms of anzsthesiz, palsies, 
aphonia, amblyopia, or psychosomatic disorders of the intestine or skin or 
breathing mechanisms are compromise-situations. The individual is handi- 
capped, but excused from solving his problem in a healthy way. His ‘body’ 
has let him down: his doctor must ‘cure’ the organ: the patient need not 
face the inner situation frankly. 


THE REFUSAL OF EFFORT 

Safety-first.—We think of the clumsy, notorious child constantly disappoint- 
ing others or getting into rows as a phenomenon of schooldays before the 
age of 14, but similar conduct is seen in adolescents not necessarily psycho- 
pathic. It is a foretaste of that pattern of life in which the patient turns from 
facing emotional tension and seems to live a dull monotonous existence 
which has been called a suicidal equivalent. We have not as a society learnt 
how to help these lame dogs, always errant, often feckless, the parents of 
future psychopaths. 

Active withdrawal or creating alarm.—There is the case of the hitherto 
normal youngster who loses ambition, interest, joie de vivre, whose per- 
sonality is changed. Where no physical disorder exists, his symptoms 
arouse the question: ‘Is this incipient schizophrenia?’ Sometimes yes. Some- 
times the differences are reported by parents of the child who is only 
bewildered and quietly infuriated by the intrusive questioning of the well- 
intentioned adults. The line between excessive religious enthusiasms which 
are so common at this age and the attention to some obscure, esoteric 
writings, or pseudo-philosophizing may not be easy. In some the interests 
may be sincere yet, we judge, excessive but temporary. In others they seem 
almost designed to twist the parental tail. Where vagueness or a gossamer- 
like feeling is produced then the danger of a slip into psychotic reactions 
is indeed serious. 

SENSITIVITY TO SLIGHTS 

Youngsters sometimes claim that people notice and talk about them. This 
may be an idea, fixed and psychotic. But much more often it is found in 
retiring lads or maidens who are desperately anxious to be noticed, yet are 
full of fears so that they neither discuss, nor dress, nor act in the normal 
extroverted adolescent’s way. The idea represents their unfulfilled wishes 
to be noticed and wise counselling about ways in which Tom or Mary can 
make their presence felt in home or factory will usually start a more active 
adolescent phase where wholesome tension is seized more readily. 


PHOBIAS AND MELANCHOLIA 
Phobias.—Phobias occur in similar situations in canteens, trains, churches, 
and cinemas as well. They are an indication that the nettle of adolescent 
tension is not being grasped. Many adolescents have brief periods when 
they are obsessed (besieged) by doubts, and are forced to some useless action 
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so that repeated harm will not beset their relatives or them. These are 
exaggerated superstitions. They may presage psychosis, far more often they 
are transient. And almost always they occur in those whom parents or 
pedagogues are exposing to their own ambitions, whether these concern 
examinations or morality. Sometimes the excessive standards lie within 
the youngster himself, and doctor rather than priest or teacher may help the 
patient to modify his goals without debasing them. 

Melancholia.—Melancholia does occur in adolescence, though in- 
frequently. Retardation and self-blame are severe, suicidal acts not 
uncommon. The day to day regularity of the cycle, with early waking in the 
morning, and improvement in mood as the day goes on, are important 
features. There is no blame of others: the patient believes he has committed 
unforgivable sin. If these cases are met with, hospital observation is impera- 
tive. See the patient in the early morning, and the dangers may be clearer 
then. 

AGGRESSION AND DELINQUENCY 

The adolescent should be able to express his natural aggression and need 
for movement in muscular activity and stress, or sublimate them in the 
tackling of domestic or apprenticeship problems, or in study with a suitable 
aim in night school or the university. Activity, competition, and mastery 
should all find satisfaction. Excessive aggression, persistent pilfering, lar- 
ceny, gang-warfare, bespeak thwarted outlets, deep-seated fears and 
uncertainties, confused efforts to canalize aims. 

It is my belief that modern youth has time, power and money put into 
his hands, but is more anxious than his seniors realize about how to use 
these gifts. The potential is there, the channels into which those abilities 
may flow are often limited, unrecognized, explored either explosively or 
uncertainly. Aggression bursts out to be followed by remorse or punish- 
ment, more anxiety, and a dimly felt need for revenge. That these difficulties 
can be worked through, given guidance and understanding, the results of 
Approved School and Borstal training show. Aggressive displays by the 
young should not be followed either by timidity or revenge. The offender 
should appreciate that a social tort has been committed, that there is a 
reason for the conduct, and that Society intends to help the delinquent face 
that reason. There is no place for sentimental overlooking of offences. 
Young and old should face the felony, but the young should also feel that 
the old want to provide a limb upon which the youngster can climb out to 
a firmer structure from which he can grow. There is all the difference 
between graded punishment and forgetting what has happened, or reacting 
so fiercely that the criminal is bewildered. 


SEX DEVIANTS 
Overt male homosexuality was said to have a 2 per cent. incidence in the 
Armed Forces. Latent homosexuality is a stage all go through in im- 
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passioned friendships, and usually drop. When homosexuality continues it 
may be inborn, though endocrine remedies are ineffective. It is oftener 
acquired and occurs where attachment to the parent of the opposite sex 
has been fostered, directly or indirectly. This view makes it no easier to 
cure, if established by the age of twenty. But some chance of helping the 
less aggressive homosexual to live on terms with his abnormality is some- 
times possible. The passive homosexual is passive not only sexually, but 
is a passenger in life. It is sometimes possible to help him to see how a more 
virile, hostile pattern can be adopted to his work and his responsibilities, 
or fuller responsibilities in social work be undertaken. 

In fetishism (a male disorder only), where sexual urges are stimulated 
by an inanimate object, e.g. macintoshes, tight trousers, women’s under- 
wear, the youth’s drive towards sexuality has been thwarted by intense 
mother-fixation. The condition is commensurate with happy marriage, but 
only if the youth can be helped to understand his problem, and this needs a 
specialist’s approach. 

The esthetically unpleasant methods of sexual stimulation, whether 
sadistic, masochist, or gross perversion, may be admitted in adolescence. 
In these, as in much else, we need to remember the French proverb “Tout 
connaitre, c’est tout pardonner’ and, whilst we forgive, we recognize that 
we need to work for a medical education which may ultimately offer more 
help than it does at present. In the meantime, however much intolerance 
such perversions raise in us, let us remember that even these sufferers need 
our sympathy. 

CONCLUSION 

Finally, let us remember (a) how great a number pass through adolescence 
without any scarring, (b) how volatile the adolescent is, appearing very 
deeply disturbed one moment, a different person the next. Parents forget 
the latter, and pedagogues tend to regard it as so common that they belittle 
signs of stress. Thus, when the physician is faced with a problem adolescent, 
it is well to look round the whole picture, the school or factory, the home 
atmosphere, the problem child’s probable aims (often the last thing he will 
disclose). Psychiatric problems in adolescents are teasing, but successfully 
surmounted they are very rewarding, though seldom easy. And here again 
common sense tinctured with human compassion is always necessary. 





DERMATOLOGICAL PROBLEMS OF 
ADOLESCENCE 


By JOHN T. INGRAM, M.D., F.R.C.P. 
Professor of Dermatology, University of Durham 


No phase of life is more stimulating and exciting, more full of magic and 
mystery than puberty and adolescence. Since the skin inevitably reflects the 
individuality, the personality and the temperament, it must participate 
vitally in the changes and adaptations that take place at this time. The most 
important influences that bear upon cutaneous medicine are the same as 
those that involve systemic affairs: the great surge of endocrine activity with 
its psychological accompaniments acting upon an organism in the vital 
stages of development, passing from childhood and dependency along the 
rugged path that leads to manhood and womanhood and independence. Every 
physiological function is at its most sensitive and is subject to racial and 
genetic influences from within, to climatic and biological environmental 
factors from without, and is called upon to make purposeful effotts at 
adaptation and adjustment over and above the calls of its developmental 
urges. The skin which has contributed so much, through the ectoderm, to 
those organs which are to play the major role in this process must 
inevitably take something of the strain and it is profitable to observe this 
index. 

Medicine in the past indulged much in diathetic language and recognized 
in the asthenic and plethoric, the exudative and seborrheic, the rheumatic 
and allergic, patterns of individuals prone to particular reactions under stress. 
The fashion has passed but it is still difficult entirely to avoid this approach 
when observing the forms which children assume as they pass through the 
adolescent phase. ‘The particular patterns which stand out in the dermato- 
logical field as presenting problems that call for attention are the seborrheic, 
the exudative, the emotionally sensitive and circulatory. 


THE SEBORRH@IC PATTERN 

At puberty the whole character of the skin changes under the influence of 
endocrine development, the hormones of the sex glands, the pituitary and the 
adrenals being essentially responsible. There is a tendency for the whole 
skin to coarsen and hypertrophy, the pores become larger and more 
prominent and the horny layer thicker. The subject becomes conscious of an 
increased greasiness and sweating of the skin. Hair characters and distribu- 
tion change and the skin assumes a definite odour of its own. 

With this there is increased activity and size of the sebaceous glands and 
such a profound change in the amount and character of secretion that certain 
incurable diseases, such as ringworm of the scalp from Microsporum 
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audouini infection, clear spontaneously, whilst there is increased vulnerability 
to other infections. For the first time, apocrine glands, which are particularly 
disposed about the axilla, perineum and genitals, and breasts, come into 
activity. The secretion from these modified sweat glands is readily decom- 
posed by organisms on the surface of the skin to give rise to the distinctive 
body odour which, if marked, may be a great embarrassment to the 
adolescent. The activity of sweat glands proper is similarly increased, 
especially in the axilla, palms and soles where their function is largely 
under emotional influence, and this again may be a source of inconvenience 
and embarrassment. 

The more important aspects of these ‘seborrheic’ changes, however, turn 
upon the activity of the multitudinous resident organisms in this altered soil 
and the altered resistance to transient pathogenic organisms which may 
alight on the skin. This may be responsible for a wide range of dermatoses 
including scurf of the scalp which sometimes spreads to the face and trunk, 
pityriasis corporis; acne vulgaris and its many complications; pyoderma, 
especially follicular lesions such as pustules and boils; and ready irritation 
and inflammation of the eczematous types. 

It must be remembered that the seborrheic skin changes which underlie 
these dermatoses are very susceptible to aggravation from without and from 
within. Seasonal variation may be dependent upon climate: a hot humid 
climate, such as that in the tropics, may seriously provoke acne vulgaris so 
that members of the Forces may be debarred from tropical service on this 
account, though a moderate degree of warmth and sunshine may be 
beneficial. It can readily be appreciated that working conditions such as 
involve much heat, sweating or contact with grease and oil may be harmful. 
The functional activities of the skin at this age are equally sensitive to 
endocrine and emotional stress, to the toxic states accompanying minor 
infections and to gastro-intestinal disorders and dietetic indiscretions. 
Attention should be directed to these aspects of the problem apart from treat- 
ment of the dermatosis itself. 

Excess greasiness, sweating and body odour are relieved by judicious 
washing and antiseptics. Cetrimide is a valuable measure and 15 per cent., 
with 1 to 5 per cent. of lanolin in water, makes an excellent shampoo for the 
seborrheic and does not carry the risks of irritation and sensitization or 
sometimes toxic damage with consequent loss of hair which may accompany 
the metallic sulphides commonly recommended today. An increased rate of 
turn-over of the hair may give the impression of hair loss at this age which 
may be a further source of anxiety. This should not be countered by 
massage or any vigorous measures but by gentle treatment, otherwise a true 
traumatic loss of hair may be established. 

Sweating may be particularly intractable and it may be necessary to 
prescribe a ganglion-blocking agent, such as propantheline in 15-mg. doses, 
two or three times a day. The same difficulty applies, upon occasion, to 
body odour. Cleanliness is most important and an antiseptic should be used 
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in the daily bath: e.g. an ounce (28 ml.) of the following lotion to 30 gallons 
(140 litres) of water :— 
Hexachlorophane 10 


Spirit 40 
Sodium hydroxide 1 
Water to 100 


Underlinen should be changed daily and boiled. In girls the problem is 
aggravated by menstruation and may be somewhat relieved by giving a 
little cestrogen, such as hexeestrol, 5 mg. daily, for twenty-one days each 
month starting with the first day of the period. The same measure may help 
in boys, in whom the trouble is less common. 


ACNE 

These local measures, and the general considerations previously stressed, 
apply to the problem of acne. In its milder forms it is sufficient, in addition, 
to prescribe some measure that will provoke a slight peeling of the horny 
layer of the skin which brings with it the blackheads blocking sebaceous 
glands and so promotes their free drainage. Blackheads should not be 
expressed, neither should acne papules and pustules be squeezed: this only 
aggravates the condition. Exfoliation can be effected by exposure to sunlight 
or by the use of a zinc paste or calamine lotion containing 2 per cent. or 
more of sulphur and resorcinol. There are many effective and more elegant 
proprietary preparations on the market. Hydrocortisone is of no value and 
should never be prescribed. 

Much of the problem of acne, however, especially after the mildest stage, 
is one of pyogenic infection consequent upon the altered character of the 
soil. The most effective response follows the use of measures directed 
towards this fact: the administration of sulphonamides or antibiotics 
internally or locally, or both. In this regard small dosage over reasonable 
periods is most effective: trisulphonamide tablets B.N.F., 1 thrice daily, or 
oxytetracycline, 250 mg. twice or thrice daily, for example, for a period of 
three or four weeks. These measures are used with advantage in selected 
cases. In such patients it is sometimes more useful to employ an antibiotic 
cream locally, e.g. neomycin, than an exfoliating application. Local treatment 
is in part determined by the character of the skin being treated, the thick 
pallid, greasy skin tolerating exfoliating measures, whereas a more sensitive 
fair skin with high complexion will not. In the more severe cases of acne 
some general measures will usually be helpful whether they appear to be 
indicated or not. In girls, a very small dose of cestrogen, such as hexeestrol 
2 mg. for twenty-one days each month, may help, or thyroid tablet B.P., 
} grain (16 mg.) twice daily. Often a tranquillizing measure, such as 
phenobarbitone, } grain (16 mg.) twice daily, or chlorpromazine, 10 mg. 
thrice daily, allays the underlying sensitiveness and the unrest caused by the 
acne itself, which can be most distressing to thé adolescent. 

The careful use of fractional doses of x-rays is sometimes justified in 
difficult cases. They improve the texture of the skin, reduce the amount of 
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sebaceous secretion and the follicular inflammation, and probably diminish 
the amount of scarring the acne may produce. 

Acne is probably the most serious problem of the adolescent because it 
affects the face and the self-respect and confidence of the victim. It engenders 
much anxiety and may cause the patient to withdraw from social activities 
and become completely maladjusted at a time when social contacts are most 
important. The condition may be much aggravated by squeezing and 
picking, and quite trivial acne may be converted unnecessarily into an 
unsightly and scarring disorder, the acne excoriée des jeunes filles. Occasion- 
ally, pock-marked scarring results from indurated acne and this can be 
reduced by careful dermabrasion by the plastic surgeon. The most trouble- 
some lesions occur in cystic acne where they may resemble cold abscesses, 
may persist and prove intractable, ultimately subsiding with some deformity 
of the tissues. These lesions, which are sterile on culture, sometimes 
resolve after two or three injections of hydrocortisone. 

It is important that the patient should have explained to him the nature 
of the affection and its significance, the purpose of the treatment and the 
probable response. He should realize that susceptibility persists over a 
period of years and that stresses of the types already indicated may provoke 
eruption and call for further treatment and, indeed, that relapses may 
recur without a recognizable provocative cause. But with understanding 
and attention the ultimate prognosis is good. 

Boys sometimes get retention sebaceous cysts of the scrotum at this age 
and may be worried because of this site. The cysts should be evacuated. 
Girls sometimes get pruritus vulve which can be related to the seborrheic 
state and is often aggravated by menstruation and this may equally be a 
source of emotional distress. It is important to exclude any other source of 
pruritus, such as glycosuria or Candida infection of the vagina, or thread- 
worms. 

PUSTULES AND BOILS 
Pustules and boils may be a source of trouble, with or without acne, but 
usually in seborrheic sites. The same general principles which underlie the 
treatment of acne apply here. It is, of course, important to exclude any 
systemic disease, such as anawmia, glycosuria, or renal disease, and to 
exclude any focus of infection in the nose, mouth or ears. Pruritus of the 
perineum or anus may cause a focus of low-grade infection in this site and 
be the source of infection in such cases. If there is no local cause such 
pruritus should respond to 1 per cent. hydrocortisone ointment with or 
without an antibiotic. With furunculosis, however, the general population 
of pathogenic cocci on the skin will be greatly increased and a daily antiseptic 
bath, the subsequent use of a dusting powder containing zinc oxide and a 
daily change of clean, boiled underlinen are necessary. The administration 
of penicillin is not helpful in such cases from the long-term point of view, 
but small doses of sulphonamide over long periods may be useful. The 
latter are also of value with more localized infections which occur in the 
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seborrheeic, such as sycosis barbe, infective flexural eczema of the axillz or 
perineum or about the ears, and otitis externa. Locally the halogen products 
of oxyquinoline are effective: e.g. ‘quinolor’, ‘vioform’ and ‘steroxin’. 
Alternatively, a 1 per cent. hydrocortisone application with an antibiotic, 
such as neomycin, may be used, and sometimes, especially if there is much 
irritation, fractional doses of Grenz or x-rays. 


THE EXUDATIVE DIATHESIS 
The exudative diathesis is seen in the large, flabby patient who sweats freely 
and whose tissues carry much water and whose peripheral circulation is 
usually sluggish and particularly susceptible to cold. 

These patients are also more susceptible to pyogenic infection than the 
normal individual and their skins are sensitive and more readily provoked 
to eczematous eruptions than is the normal skin. This may arise from minor 
constitutional stresses, particularly emotional, or from environmental 
influences, primary irritants, sensitizing agents or seasonal variations and 
especially heat. A common reaction is a vesicular eczematous eruption of 
hands and feet, pompholyx, or flexural or seborrheeic types of eczema. 
It is important, especially with hands and feet and groins, to exclude a ring- 
worm or Candida infection, for the skin after puberty is more susceptible 
to this, just as it is to pyogenic infections. An accurate diagnosis is essential 
and cannot be established without mycological investigation. It is important 
because the treatment for ringworm must be fungicidal and therefore 
irritant whilst that for an eczematous pompholyx must be mild and soothing. 
With ringworm infections the particular fungus must be determined by 
culture, for Trichophyton rubrum may only be responsive to the oral anti- 
biotic, griseofulvin, whilst the others should respond to fungicides locally: 
e.g. Whitfield’s ointment of benzoic and salicylic acid, and foot powders 
containing undecenoic acid and its salts. Infection with Candida albicans 
is best treated with nystatin ointment. 

Eczematous pompholyx, on the other hand, demands rest and mildly 
sedative measures internally such as phenobarbitone, } grain (16 mg.) 
twice or thrice daily, and bland local measures, e.g. permanganate baths, 
calamine lotion or a paste containing equal parts of Lassar’s paste and 
emulsifying ointment B.P. Sometimes these adolescent eczemas of hands, 
flexures or head and face assume a disagreeable infective character and are 
associated with the pyogenic and the non-hemolytic streptococcal organisms. 
Here systemic antibiotic measures or sulphonamides internally are indicated, 
and often the ‘quinolor’ preparations are most helpful locally. Even these 
reactions may have an important emotional basis and this may need careful 
consideration and treatment. Steroid therapy has little place in the treatment 
of these affections, either internally or topically. 


PERIPHERAL CIRCULATORY DISORDERS 
The other range of affections in this diathetic group is those related to 
sensitiveness of the vessels, particularly capillaries and smaller arterioles. 





DERMATOLOGICAL PROBLEMS OF ADOLESCENCE 313 


The smaller arterioles are readily provoked, by immobility, cold and 
humidity, to spasm which determines a sluggish circulation beyond these 
vessels, with a consequent cyanotic livedo and usually a non-pitting edema. 
If this persists it may lead to unsightly thick purplish swelling of the legs 
which does not subside with rest or with the advent of the summer season, 
the so-called erythrocyanosis cruris frigida chronica puellorum. Some of 
these patients appear to be born with abnormally small arteries and 
arterioles, so that the stress of puberty and the stimulus of cold and damp 
readily provoke a disturbing spasm. The susceptibility is increased by the 
modern fashions of short skirts and thin stockings; the disability is said to 
be rare among nuns. 

The simplest reaction to this state is the chilblain, a small erythematous, 
irritable and tumid reaction on hands and feet, but a larger unsightly lesion 
on the lower legs. The wearing of adequate clothes both on body and 
extremities, living and working in reasonably warm environments, the 
taking of exercise and perhaps some stimulus to the circulation, e.g. thyroid 
tablet B.P. 4 grain (30 mg.) once or twice a day, will usually overcome the 
disability. In more severe cases, however, and especially when there is a 
familial predisposition, the affection may be more resistant, especially in 
the leg, and may give rise to gross and unsightly swelling of the legs. 
The same care as regards warmth becomes more important. The more 
modern fashion of highly coloured thick woollen stockings for winter 
wear for girls may be a blessing in this regard. Vasodilators, such as tolazoline 
and phenoxybenzamine, may be helpful but local measures to protect 
against vascular spasm in the arterioles of the legs are essential. Damage 
to the arterioles, as from an erythema dose of ultra-violet light, may induce a 
debility which results in a relaxation, an inability to contract, in these 
vessels which may persist for six to twelve months. Advantage can be taken 
of this by giving such light treatment in September, which may protect the 
patient through the troublesome months of winter. 

The other circulatory disorder which may arise in adolescence is that of 
‘dead fingers’, Raynaud’s phenomenon, due to spasm of the digital arteries 
from cold and producing painful white fingers which may later turn blue 
from cyanosis. Such a condition may be benign, a physiological spasm 
without disease of arteries. It is then often familial and is responsive to 
vasodilator, ganglion-blocking drugs or, if it is severe, sympathectomy. 
In the early stages it may not be possible to know whether the more serious 
sequelz of Raynaud’s disease may follow: gangrene of the fingers or acro- 
sclerosis with, perhaps, systemic sclerosis—so-called scleroderma—later. 
But the latter are rare disorders. 

Apart from these diathetic disorders, a number of constitutional disorders 
and diseases are liable to present for the first time in adolescence. 


PSORIASIS 
One of the most important is psoriasis. This is a common disease, affecting 
probably 2 per cent. of the population in this country. There is some genetic 
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predisposition and the affection, like rheumatic ills, is very sensitive to 
climatic conditions, tending to be absent in warm and sunny phases. It is a 
disorder which is also particularly susceptible to endocrine and emotional 
influences, both of. which are powerful at this time. A high proportion of 
patients with psoriasis start this disorder at, or soon after, puberty. In- 
cidentally it often clears in pregnancy, usually relapses badly after confine- 
ment and may be aggravated, or may start for the first time, at the 
menopause. It is a disease particularly active during the span of sexual 
maturity. There is sometimes confusion between seborrheic dermatitis and 
psoriasis in adolescence, especially of the scalp and adjacent skin. In 
psoriasis the affection is usually patchy and thick, often being felt more 
easily than it is seen. The underlying redness of the skin, however, is livid 
and defined. In seborrheic dermatitis the condition is more diffuse, ill- 
defined and paler. 

The psoriatic patient has particular cause for emotional distress and for 
feeling an outcast; the affection is so blatant, so disturbing to society by 
reason of the appearances and the shedding of scales and it is so difficult to 
treat and ready to relapse. Nevertheless, it is highly important that a first 
attack should receive early treatment and, given the facilities, it can be 
cleared in a few weeks. This is most important in regard to prognosis which 
is bad in neglected cases. This is not the place in which to discuss the 
treatment of psoriasis fully but it may be said that the essential is to give 
effective local treatment. There are several ways of doing this but the 
quickest is to have a daily bath, subsequently to apply exactly to the lesions 
a stiff Lassar’s paste with 0.5 per cent. dithranol, powder it and cover with a 
close-fitting stockinette-sleeve dressing. After twenty-four hours this 1s 
removed, a bath is taken and the paste reapplied, and this is repeated daily. 
It burns the skin and must not therefore be used beyond the lesions or on 
the soft skin of flexures, though an occasional treatment here. may be 
tolerated. It stains the skin and lesions but the stockinette dressings protect 
clothes and bedlinen. Exposure of the body to sunlight after the bath 
hastens recovery but is not essential. Reassurance, the use of a tranquillizer 
at times or the giving of cyanocobalamin in large doses are other measures 
which may have to be called into use. Steroid therapy should not be used for 
this benign condition. Although the modern steroids may produce a remark- 
able and rapid response, the later state is often worse than the original and 
may at times be grave. 

RINGWORM 
Whilst the common ringworm of the scalp, Microsporum audouini, clears 
spontaneously at puberty, ringworm of the groin from Trichophyton menta- 
grophytes (inguinale), Tr. rubrum or Epidermophyton floccosum may be readily 
acquired, especially at hostels, residential institutions and sports clubs. 
The same is true of ringworm of the feet, ‘athlete’s foot’, which is readily 
spread in swimming baths and showers. The treatment of these affections has 
already been mentioned. Spread may take place in the family and this 
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should be looked into; clothes which come into contact with infected parts, 
socks and shoes should be formalinized to rid them of infection. 


WARTS 
Warts are due to a virus infection and the unstable skin of puberty and 
adolescence seems particularly susceptible, often by reason of its moist 
character. Spread is also favoured, as with ringworm of the feet, by baths 
and showers. The natural tendency of warts is toward spontaneous cure but 
emotional and endocrine disturbances influence the picture considerably. 
If treatment seems necessary, and this may be so on the soles of the feet 
because of pain and interference with walking, it should be measured ag-‘nst 
the fact of wart charming. Treatment, in fact, must either be racical— 
curettage, freezing with carbon dioxide snow, destruction by cautery, 
diathermy—or caustic—fuming nitric acid—or even by radiation. Otherwise 
most forms of treatment, internal and topical, act through suggestion and 
the effect of this upon the soil. Measures which cause desiccation, such as 
5 per cent. formalin solution, probably help by reason of that effect. With 
moist cedematous warts about orifices, a drop of a 1 to § per cent. solution 
of podophyllin resin in compound benzoin tincture B.P. applied exactly 
to the wart and, if necessary, repeated, will cause it to shrivel and disappear 


CHOLINERGIC URTICARIA 
The unusual cholinergic urticaria, from exertion, heat, sweating and 
exposure, is seen more often in adolescence than at other times. It is 


refractory to treatment and usually persists for a few years and is only 
slightly responsive to antihistamines 


ALOPECIA AND HIRSUTIES 

Hirsuties in girls and premature alopecia in young men may also be a source 
of distress at this age. It may be said that the best treatment for premature 
baldness is to avoid massage and any vigorous local measures, which rapidly 
aggravate the condition, and merely to shampoo gently once or twice a week 
with a cetrimide shampoo. In girls, hirsuties should call for careful examina- 
tion and perhaps estimation of 17-ketosteroids to ensure that there is no 
underlying endocrine affection demanding radical attention. Most cases, 
however, are no more than a slight variation from the normal and are likely 
to be corrected by mature and full development. Radical measures, such as 
electrolysis, are usually undesirable. Some measure to remove the surface 
growth periodically, a depilatory or electric razor, is more desirable and a 
bleach can be used if necessary 


SUMMARY 
All skin affections in adolescence tend to be seen out of proportion by the 
patient and so to be aggravated and become a source of disturbed life 
generally. A proper sympathetic and understanding approach by the 
physician is most important—coupled with reasonable explanation and a 
readiness to review the position 





ORTHOPADIC PROBLEMS OF 
ADOLESCENCE 


By RONALD FURLONG, M.B., F.R.C.S. 
Orthopedic Surgeon, St. Thomas's Hospital 


THE orthopedic problems peculiar to adolescence are related almost 
exclusively to epiphyses and epiphysial lines. The difference between an 
adolescent and an adult, so far as the skeleton goes, is the capacity for 
continued growth. Injury, inflammation and neoplasm attack the epiphysial 
region. In addition to this the heterogeneous group labelled osteochondritis 
accounts for a fair amount of skeletal disturbance during adolescence. In 
our present state of knowledge, the term osteochondritis in reality consists 
of a repository for an untidy collection of conditions of unknown etiology. 
There is one factor in common in all the different manifestations of osteo- 
chondritis : this consists of an aberration of the terminal phases of ossification. 


INJURY 
Only those types of injury or effects of injury peculiar to adolescence will 
be mentioned. Epiphysial displacements occur quite often together with 
fractures of the shafts of bones. Ligamentous injuries in themselves are 
unusual. 

EPIPHYSIAL DISPLACEMENT 

Traumatic displacement of an epiphysis is not unusual. The line of section, 
however, is not through the epiphysial line, but through the newly formed 
bone of the metaphysis; that is to say, the growth disc is displaced with 
the epiphysis. The lower tibial and lower radial epiphyses are most com- 
monly affected. In days gone by the lower femoral epiphysis was not infre- 
quently displaced as a result of accidents with horse-drawn carriages, and 
this was a most dangerous injury. Occasionally a displacement of the upper 
humeral epiphysis is met with. 

These injuries are significant in two ways. In the first place, reduction is 
not easy, and this implies that, although a great deal of force may be used, 
over-reduction is unusual. The less the initial displacement, the greater the 
force necessary to reduce it: the converse is also true. The difficulty in 
reduction is due to friction of the growth disc against the metaphysis, and 
not due to muscle spasm. The time required for union is unusually brief 
because of the inherent stability of the fracture following reduction, and 
of the intense vascularity of the bone which was broken. In two or three 
weeks a lower radial epiphysis is soundly united. In the lower extremity 
protection is required for a longer time because of the stress of weight- 
bearing. The second significant feature of such an injury is that it may 
be followed by irregular growth at the epiphysial line, leading subsequently 
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to deformity. It is not understood why an injury may suppress growth or 
stimulate premature fusion of part of an epiphysial line. Should this occur, 
deformity is bound to follow and can only be corrected by osteotomy at a 
later time, when growth has ceased and recurrence is impossible. 


ADOLESCENT COXA VARA 

This is a condition of adolescence which occurs immediately prior to puberty. 
Typically, it happens in a boy who is much overweight. Gluttony may be 
a factor, but a glandular disturbance is more generally accepted as a cause 
for this significant obesity. This displacement, although classified with 
injury, differs in two ways from other types of so-called epiphysial displace- 
ment. In the first place, the separation is through the epiphysial line, and 
not through the metaphysis, and secondly, the slip is gradual. ‘Trauma is not 
necessary to begin it, and the slip may continue when the patient is in bed 
relieved from the stress of weight-bearing. 

Potentially the condition is bilateral, although it presents in unilateral 
fashion. A limp is noticed, accompanied by aching in the knee region, and 
this sometimes evokes a diagnosis of rheumatism. Clinical examination 
reveals that internal rotation of the hip joint is reduced, and that external 
rotation is increased by a corresponding amount. ‘These two signs occurring 
in a fat adolescent compel the diagnosis of adolescent coxa vara. It 1s 
confirmed by x-ray examination, which reveals that the capital epiphysis is 
displacing itself backwards and downwards in relation to the femoral neck. 
The amount of displacement is variable: from a very slight shift to a total 
separation, simulating in effect a fracture of the neck of the femur. This latter 
state is unusual. 

It is not possible by manipulation to reduce a gradual or incomplete slip. 
No attempt should be made to do so. In the past it was found that such an 


attempt not only failed, but almost inevitably induced avascular necrosis as 


a consequence of the violent abortive reduction. The slipping of the femoral 
head will continue, however, unless prevented, and this is usually done by 
pinning the capital epiphysis to the neck of the femur with four or five thin 
but strong pins. The Smith-Petersen nailing technique is generally unsuit- 
able because the pin sometimes lifts the head and further damages its 
vascularity. If the displacement of the femoral head, which has to be 
accepted because it cannot be reduced, is sufficient to alter the function of 
the leg because of a persistent eversion deformity, an osteotomy will have 
to be performed in the trochanteric region to conventionalize the posture of 
the leg. 


INFLAMMATION 
Acute osteomyelitis as it was known in the past is happily now rare in 
civilized countries. From time to time, however, instances do occur of 
osteomyelitis in all its old-fashioned virulence. The upper end of the femur 
and of the humerus are favourite sites. Usually, however, the infection 
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seems to be of milder degree from the start. The signs are commonly con- 
fined to local tenderness and redness, with slight swelling and some limitation 
of movement of the adjacent joint. Local signs, occurring without a history of 
trauma, together with a raised temperature and pulse rate, almost force the 
diagnosis of osteomyelitis in an adolescent. 

Antibiotics are used. Penicillin by injection is the most popular. Within 
a few days the symptoms, both local and general, recede, and often the 
inflammation resolves without suppuration. If suppuration does occur the 
local reaction is always less fierce if it has been modified with antibiotic 
therapy. If fluctuation occurs pus should be aspirated and subjected to 
routine sensitivity tests. The information obtained may suggest a different 
antibiotic. If the pus is sterile to culture the problem does not arise, because 
clearly the antibiotic selected at random has been effective. If a large 
accumulation of pus presents itself it is better to evacuate it by incision. 
Immediate suture is usually practised, and this, more often than not, is 
followed by first intention healing. In the early stages before the formation 
of pus, it may be evident that the chosen antibiotic is having insufficient 
effect since the high temperature and pulse rate are maintained. The surgeon 
has no alternative but to change the antibiotic, choosing another with a wide 
spectrum which he hopes will be effective. If the second choice proves in- 
effective pus will soon manifest itself. Sensitivity tests can then be carried out 
and the selection of the appropriate antibiotic be put on a scientific footing. 

In the past, acute osteomyelitis of adolescence was a killer claiming a 


twenty-five per cent. mortality. The patients who survived were doomed to 
an uncomfortable life under the constant threat of recrudescence. Occasion- 
ally things still get out of control, but generally the frightening osteo- 
myelitis of the past has ceased to exist. This is the result of early diagnosis 
and treatment by antibiotics, rather than by improvement in surgical 
technique. It should be remembered that poverty bred infection, and where 
there is dirt inflammation is rife. 


MALIGNANT NEOPLASM 
Benign neoplasms of adolescence are trivialities compared with the malignant 
variety, which are by no means uncommon, and which are always tragic. 
The etiology of bone sarcoma is unknown. It develops in the meta- 
physis, adjacent to the epiphysial line. Only the Ewing’s tumour is found 
in the mid-shaft region. The clinical diagnosis, or at least the clinical 
suspicion, is easily arrived at. The patient, an adolescent, demonstrates a 
tumour near the end of a long bone, which has been present for some 
months. It is usually painless, and the adjacent joint is fully mobile. The 
tumour is firm in consistency, and is roughly fusiform in shape with an 
ill-defined edge, and though it is warm it is not tender on pressure. The 
diagnosis is confirmed by x-ray examination. The details of the x-ray change 
are unimportant, but destruction of bone with purposeless new bone forma- 
tion is always present. Whilst the clinical presumption is confirmed by 
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x-rays, the true nature of the tumour can only be obtained by histology. In 
the great days of the past when the surgical dictator made a diagnosis of 
sarcoma it was above question, and an immediate amputation was carried 
out by an underling. This system was obviously defective, and it was 
followed by diagnosis based on majority verdict. This method, too, was 
ridiculed as soon as it was realized that biopsy, that is to say scientific 
evaluation of a tumour by histology, was not dangerous because it did not 
provoke fungation of the tumour. At the present time biopsy is _lways 
done. 

If the tumour is found to be malignant, radiation therapy is begun even 
before the biopsy wound is healed. The appropriate dose of radiation is 
determined by the radiotherapist, and only a modern super-voltage apparatus 
can be of the least value. Bone sarcoma, as well as Ewing’s tumour, respond 
readily to modern radiation, and when the treatment is finished the tumour 
is found to be shrunk, the skin is in serviceable condition, and reasonable 
function is usually enjoyed. There now follows a pause in treatment during 
which a careful watch is kept on the patient, both by clinical and radiological 
examination to discover secondary deposits as they occur. If at the end of 
six months from the radiation no secondary deposit has been detected, the 
correct treatment, according to present-day opinion, is to amputate the limb 
at no great distance from the original tumour. The reason for amputation 
at this stage is that even an irradiated tumour is a potential danger. The 
days of massive ablation by the heroic surgeon are happily past. Amputation 
may still be carried out when secondary deposits are known to exist if there 
is a danger of fungation or fracture. It is not appropriate to quote statistics 
of five-year survival rates: it is enough to say at this time that the prognosis 
of sarcoma of bone in a young person remains sombre. 


OSTEOCHONDRITIS 
The term, osteochondritis, is not a diagnosis; it is the identification of 
a mixed collection of conditions which involve epiphyses. The etiology 
is unknown. According to some it is essentially a consequence of lack of 
blood supply to an epiphysis, the suggestion being that the changes of 
osteochondritis which are observed under x-rays are a sequence resulting 
from avascularity. There are several grave objections to this theory. Others 
invoke injury as a possible cause, and they conceive that the known changes 
of this condition are the consequence of minor and multiple fractures 
occurring in an epiphysis. Infection as an etiological factor has now been 
excluded. Neither is there any treatment for the condition, as once it has 
started the evolution is completed spontaneously and it cannot be accelerated 
or hindered. The final outcome, however, can be forecast with accuracy. 
Essentially, osteochondritis consists of irregularity, both in texture and 
shape, of an eipiphysis, which becomes dense and fragmented and, later, in 
part absorbed. New bone is soon laid down to replace that which has been 
absorbed and, although the texture ultimately becomes normal again, the 
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epiphysis usually does not regain its former shape. This cycle as demon- 
strated by x-rays may take eighteen months to complete. The most prominent 
example of osteochondritis is that of the spine. 


OSTEOCHONDRITIS OF THE SPINE 

This is of two kinds: generalized, and restricted. The former is the more 
common of the two; it is confined to the dorsal region, and consists of 
irregularity of ossification of the epiphysial plates of the vertebral bodies. 
Occasionally the whole of the dorsal spine is involved; more often, however, 
the change is confined to the region between the sixth and twelfth vertebral 
bodies. Generally the patient complains of a vague and unimportant pain in 
the dorsal region, and the parents may be aware that the child is becoming 
round shouldered. ‘The kyphosis which develops is fixed and progressive 
until ossification is complete. The degree of deformity ultimately attained 
is variable. X-rays show an irregular appearance of the epiphysial plates, 
there being density in some parts, rarefaction in others, together with an 
appearance of fragmentation particularly in the anterior parts. The anterior 
margin of the vertebral body is not as deep as the posterior, indicating 
that growth in this region has been retarded. The mildly wedged shape of 
the vertebral bodies accounts for the kyphosis. When ossification is complete 
the texture of the centrum and the epiphysial plates reverts to normal, but 
the altered shape remains. 

The patient now demonstrates what is called the rigid kyphosis of the 
adolescent and this is inevitably the result of osteochondritis of the dorsal 
spine. The round-shouldered appearance can be improved by postural 
training and exercises, and attempts should be made to do this but, except 
for the appearance, the aftermath of this condition is symptomless and 
deterioration is not expected in the future. 

The restricted type of osteochondritis involves the lumbar vertebre. 
Although the condition may be suspected after clinical examination, the 
diagnosis is made by x-rays. Possibly some stiffness may be demonstrated, 
but this in itself is not a specific symptom. In osteochondritis x-rays reveal 
a similar kind of irregular ossification of the epiphysial plate, particularly in 
its anterior part. It is more obvious in degree than in the diffuse type. 
In addition to this the intervertebral disc space is much narrowed. The 
anterior border at its upper and lower margins may seem to be eroded where 
it lies adjacent to the epiphysial plate. As the condition evolves the shape 
of the vertebral body is restored to normal, and the density of the epiphysis 
is reduced; the narrowness of the intervertebral space persists throughout 
adult life. 

Although there is no specific treatment it is possible that some sup- 
portive therapy, such as a belt or physiotherapy, may be appropriate in the 
most active stages of the condition when symptoms are mentioned. Treat- 
ment, however, cannot influence the outcome, which may take eighteen 
months to achieve. The final result is a mobile spine normal in function. 
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OSTEOCHONDRITIS DISSECANS 
‘These members of the family are clinically quite dissimilar to the foregoing. 
The first example, the knee joint, was described by Paget at the end of last 
century, and is now known as Paget’s quiet necrosis. Opinion is divided as 
to how much these two groups of conditions have in common histologically. 

They consist essentially of exfoliation of a piece of articular cartilage from 
a convex surface of a joint: notably from the inner condyle of the femur, 
from the capitellum, and from the dome of the astragalus. Rarely it occurs 
on the head of the femur and of the humerus. The etiology is unknown 
but the evolution is well recognized. Clinically the patient may complain of 
vague and indefinite pain in the joint referred to. Physical examination 
establishes nothing. X-rays reveal the outline of a crater on the articular 
margin, from whence a small piece of cartilage is in process of separation. 
As the separation proceeds the cartilage becomes opaque and can be seen 
by x-rays. When it is free it becomes an intra-articular loose body. The 
history of joint locking may now begin. 

If osteochondritis dissecans is discovered by x-rays before exfoliation is 
complete no treatment is necessary or called for. The patient is warned 
that the subsequent story may be of a loose body in the joint, locking and so 
on. Sometimes the piece of cartilage re-attaches itself to its bed. This 
sequence can be checked radiologically, and, of course, the symptoms of 
loose body do not develop. When it is known that a loose body is present, 
it is removed through a small incision. Attempts are sometimes made to peg 


back the cartilage fragment before it has totally separated but, as the crater 
left behind is symptomless, there seems little point in this. Osteochondritis 
dissecans of the elbow joint almost inevitably leads to a degenerative process 
in later life, but in the knee joint the relationship is not so clearly linked. 


APOPHYSITIS 
Apophysitis of the tibial tuberosity and of the calcaneum may be intruders 
into this field. Clinically they are definite entities, but some opinions hold 
that the well-recognized clinical and radiological features are the result of 
mechanical strain and nothing more. 

A schoolboy, aged 15, may complain of a tender enlargement of the tibial 
tubercle. Active function of the quadriceps, particularly -when kicking a 
soggy football, evokes pain. X-rays show irregularity and increased density 
with fragmentation of the tongue of the upper tibial epiphysis. The 

- appearance is reminiscent of other examples of osteochondritis. Apophysitis 
of the calcaneum presents in a similar way. In this case the radiological 
appearance is notable for the obvious increase in density displayed. Often, 
however, the opposite heel demonstrates a similar appearance although it is 
symptom free. In either instance symptoms may be complained of for three 
or four terms intermittently. No-specific treatment is available. All that is 
required is general advice about the amount of exercise that should be taken. 
In due time symptoms recede, and recovery is complete, leaving no bony 
enlargement. 








TUBERCULOSIS IN ADOLESCENCE 


By FREDERICK HEAF, C.M.G., M.D., F.R.C.P. 


David Davies Professor of Tuberculosis, The Welsh National School of Medicine, 
Cardiff 


Ilr we assume that adolescence is the period between puberty and adult life, 
then, with our present knowledge of the prevention, diagnosis and treatment 
of tuberculosis, no person in this age-group should die from the disease in a 
country with a well-organized and efficient health service. This desirable 





Type of 0-14 Percentage of | 15-24 Percentage of 


Sex All ages 
tuberculosis : e years total deaths years total deaths 

Male 2,949 10 0.34 26 0.88 
| Respiratory Female 1,050 7 0.66 28 2.64 
Total 3,999 17 0.425 54 1.35 

Male 258 29 11.2 20 7-7 
Non respiratory Female 223 29 13.0 y 4.03 
Total 481 38 12.06 29 6.03 





TABLE | Number of deaths from tuberculosis in England and Wales during 1958 


state was recorded in Copenhagen in 1958 (Winge, 1958). In the near 
future in England and Wales it should be a rare event to find an adolescent 
suffering from tuberculosis, and even now the notification of a case in the 











ae an Percentage of — Percentage of 
co ‘ - - 
E Sex All ages + total notifica- 5-24 total notifica 
tuberculosis years years 
tions tions 
Male 16,420 1,175 7.17 2,483 15.1 
Respirator, Female 9,971 1,245 12.5 2,728 27.4 
Total 26,391 2,420 9.11 5,211 19.7 
Male 1,535 387 25.2 308 20.0 
Non-respiratory Female 1,912 375 19.5 396 20.7 
lotal 3,447 762 22.1 704 20.4 | 





TasiLe I1.—Number of notifications of tuberculosis in England and Wales during 1958 


15-24 age-group should be regarded as a serious matter demanding a full 
investigation of all the circumstances in order to determine the reason for 
its occurrence 


EVIDENCE OF TUBERCULOSIS DURING ADOLESCENCE 
It is well known that tuberculosis mortality rates in most countries have 
fallen remarkably, and from table I (Report, 1958) it will be seen that the 
present number of deaths from tuberculosis in England and Wales in the 
age-groups up to 24 years are encouragingly low, but in table II (Report, 
1958) it will be noted that the morbidity figures are still unsatisfactorily 
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high, and the number of cases in the 15-24 age-group constitutes a high 
percentage of the total number of cases for all ages. It is appreciated that 
the 15-24 age-group embraces more persons than those who might be 
considered as adolescents. It is, however, one that is generally recorded and 
indicates the seriousness of the trend of tuberculosis in young persons. 
It will be noted that there is a definite rise in mortality for respiratory 








Age-groups (males) 
Under All 
14 i4 1s 20 25 5 45 55- 60- 05- ages 

Number 
examined | 90,480/ 67,310 233,240, 200,610 407,430 381,410) 313,210/ 111,810 69,780) 57,320/1,933,320) 
Rates 
per 1000 0.9 6 1.2 1.9 2.0 2.0 2.6 3.6 3.4 4.1 2.1 
examined 





raBLe 11].—Number of males in England and Wales discovered by mass radiography to need treatment « 
observation for tuberculosis during 1957. The rise in the rates between 14 and 25 vears is significant 


tuberculosis which begins after puberty, but there is no corresponding rise 
in the rates for non-respiratory forms of tuberculosis. 

The numbers of notifications of all forms of tuberculosis in England and 
Wales for the year 1958 are given in table II. These are not so satisfactory as 
the mortality rates, and the fact that, in 1958, approximately one in every 
five notifications was in the 15-24 age-group indicates that the risk of con- 














Age-groups (unmarried females) 
Under All 
14 14 15 20 25 35 45 55 60 6s5- ages 
Number } | 
examined 88,750) 64,65 256,46 128,660) 69,500) 43,670! 38,570| 13,800] 7,570) 9,940 722,039} 
Rates per 1000 | 
examined 0.8 ».6 1.5 2.0 2.2 1.3 0.9 0.3 0.5 og | 1.4 





TABLE IV.—Number of unmarried females in England and Wales discovered by mass radiography to need 
treatment or observation for tuberculosis during 1957. The rise in the rates between 14 and 25 years 
is significant 


tracting tuberculosis in this age-group is still high and calls for greater 
effort to prevent the development of progressive disease, or better still to 
eliminate completely the exposure of young persons to infection by more 
vigorous contact control and search for sputum-positive persons, particularly 
in the older age-groups of the population. 

Further evidence of the increased risk of developing tuberculosis in 
adolescence is provided in tables III and IV (Report, 1958), showing the 
number of persons discovered by mass radiography to need treatment or 
observation for tuberculosis in England and Wales during 1957. 

The reports of the World Health Organization (1959a) show that in most 
countries, within each of the various risk groups, young adults have sub- 
stantially higher rates than older persons. Although this is not borne out 
by the figures in tables ITI and IV, the emphasis on the risk to adolescents 
is confirmed. 
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PRIMARY INFECTION DURING ADOLESCENCE 
Adolescent tuberculosis must arise either through the exacerbation of a 
dormant lesion caused by a primary infection received during childhood, or 
through a primary exogenous infection occurring during adolescence and 
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Fic. 1.—Percentage of children found to be tuberculin positive in Cardiff during 1957-8 
Curve A Percentage of total child population found to be tuberculin positive due 

to natural infection 
Curve B Percentage of the unvaccinated children found to be tuberculin positive 
The change in curve A at the age of 13 vears is due to BCG vaccination of school- 
children at that age. (Published by permission of Dr. W. Powell Phillips, Medical 
Officer of Health, Cardiff, from the records of Dr. A. H. Griffith.) 
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producing, within a short time, a progressive lesion. It is not very easy to 
determine from the radiograph of a case of adolescent tuberculosis which of 
these causes has operated, but the rise in the natural infection tuberculin- 
positive reactions in children of 10 years and older is an indication that 
primary infection does take place during adolescence. This may be seen in 
records from places where annual tuberculin testing of schoolchildren is 
done. For example, in a city such as Cardiff (Griffith, 1959b) where the 
health services are of a high standard, the rise in the percentage of all 
children that are positive to the Heaf tuberculin test, due to natural infection, 
from ages 1-15 is shown in figure 1. 

Evidence that, in the past, primary infection during adolescence has 
caused a considerable amount of active disease in this age-group is obtained 
from the decline in the number of notified cases in adolescents in islands 
such as Bornholm (Olsen, 1953) and Jersey (McKinstry and Darling, 1953), 
where mass BCG vaccination of all schoolchildren and young adults has been 
established for a number of years. BCG vaccination is effective against the 
development of progressive lesions following infection by virulent tubercle 
bacilli after vaccination. These have been markedly reduced in the 
adolescent populations of the islands mentioned since this preventive 
measure has been taken. 

In the Prophit Survey (Daniels et al., 1948) it is recorded that 8 per cent. of 
converters in young adults developed radiological abnormalities soon after 
tuberculin conversion. The fact that a comparatively high incidence of active 
disease can develop soon after tuberculin conversion, coupled with the 


known rise in the number of tuberculin conversions that takes place during 
adolescence, makes it probable that a fair amount of the tuberculosis in this 
age-group is due to progressive primary lesions. 


POST-PRIMARY TUBERCULOSIS IN ADOLESCENCE 
It is also possible that infection in childhood is responsible for some of 
the lesions in the 15-24 age-group. This is not easy to prove as it needs a 
long-term follow-up of tuberculin-positive children. Where this has been 
done (Medical Research Council, 1959) it is found that the size of the 
tuberculin reaction in a recent conversion is related to the risk of developing 
active disease in the future. The greater the reaction the higher the risk, 
and in young persons a large tuberculin reaction calls for investigation and 
possibly treatment. It is essential for all such persons to have a chest x-ray, 
and if this is abnormal the nature of the lesion must be determined. In 
Denmark, the individuals with definite lung lesions, probably tuberculous, 
although less than 0.5 per cent. of the total population, have a tuberculosis 
case rate 76 times greater than that of the minimal risk group—those whose 
photofluorograms were read as normal (WHO, 195g9b). But even if the x-ray 
is clear in a tuberculin-positive child this does not guarantee that tubercu- 
losis will not develop in the following years. 

J. H. Thomas (1958) has made an analysis of 83 cases of tuberculosis 
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occurring in Swansea in the age-group, 15-20 years. In 25 instances, the 
tuberculin reaction state was known before the active lesion developed, 
being positive in 21 and negative in two. Of the 21 cases, the initial x-ray 
was normal in 18 and three had calcified primary complexes. The time 
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Isoniazid 4 to 6 months 
Isoniazid 4 to 6 months, 
with clinic observation 
Hospital investigation 


contact 











Tasie V.—Summary of programme for control of primary tuberculous lesions in childhood 
taken to develop tuberculosis varied from six weeks to nine years. Groth- 
Petersen and his colleagues (1959), in a comprehensive Danish survey, 
noted that, although the risk of developing tuberculosis was much higher in 
adolescents with suspicious shadows or apparently healed lesions, but in 
actual numbers nearly two-thirds of all the new cases in known tuberculin- 
positive individuals arose in 336,000 persons with normal x-rays. 
PREVENTIVE MEASURES 

The conclusion from all these observations is that to prevent adolescent 
tuberculosis we must :— 

(1) Protect all tuberculin-negative adolescents by BCG vaccination. 

(2) Search intensively for all infectious cases with which they might 
possibly come into contact. 


(3) Ensure by all possible means that any primary complex developing in 
childhood is discovered and, if necessary, treated so as to prevent reactivation 
during adolescence. This measure has not been adopted in the past because 
it was not appreciated how often childhood primary lesions could give rise 
to adolescent tuberculosis. 

The first of these measures is provided for in the United Kingdom by the 
present BCG scheme. It should, however, be developed with more 


enthusiasm than at present so that no adolescent remains tuberculin 
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negative. At the present time a high percentage of tuberculin-negative 
school-leavers escape vaccination and there are no means by which young 
adults can be collected again for mass vaccination after they leave school, 
except in the Armed Forces and public services. It is very easy for an 
adolescent after school age to remain unvaccinated and therefore unprotected 
against the primary infection. The second project is more difficult, and 
requires, in addition to mass radiography surveys, an intensive search for 
active cases of tuberculosis among persons, of all ages, with symptoms of 
chronic respiratory disease, and all immediate contacts of recently converted 
tuberculin reactors. The latter can only be discovered by mass tuberculin 
testing of children by local authorities (Griffith, 1959a), as is at present done 
in Cardiff. The third demand is the most difficult of all to satisfy, but control 
of childhood primary lesions could be obtained if the programme sum- 
marized in table V were followed. 

The present search for cases of active tuberculosis in its earliest form in 
children and young adults by radiography alone is inadequate. Although 
radiography is a convenient means of discovering demonstrable active lesions 
of pulmonary tuberculosis, it is not of great assistance in preventing the 
primary infection developing into a visible progressive lesion. If this is to be 
done, more delicate methods must be employed that will tell us when the 
primary infection takes place, so that we can observe it and, if necessary, 
suppress its activity. Tuberculin testing should be introduced, the sig- 
nificance of high-grade tuberculin allergy appreciated, and action taken 
to reduce the risk of this group developing progressive lesions by providing 
preventive treatment. It has not yet been proved that isoniazid will do 
this but from experimental work and clinical trials by Zorini (1958) and 
Dormer and his colleagues (1959) it appears highly probable that the drug 
can control primary infection and prevent the development of active disease. 
Very few side-effects arise during a short course of isoniazid, and in persons 
with a clear x-ray there is no need to interfere with the normal routine of the 
individual’s life. 


CLINICAL TUBERCULOSIS 

So far, the subject has been considered mainly from the preventive aspect. 
It is now necessary to discuss the individual adolescent who is suffering from 
clinical tuberculosis. In 1958 the respiratory form was approximately eight 
times as common as the non-respiratory in the 15-24 age-group in England 
and Wales. It usually manifests itself as a lobular or lobar consolidation with 
little evidence of fibrosis. There may be areas of collapsed lung, and small 
excavations are not uncommon. Extensive advanced conditions are some- 
times found but they are comparatively rare. Unfortunately, the disease in 
adolescence can be present for a considerable period and produce only vague 
symptoms that may not be respiratory in character, but only general malaise 
and lassitude. The need therefore of a chest x-ray in all positive tuberculin 
adolescents who feel below par over a period is of paramount importance. 
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Much good work has been done by mass radiography surveys but further 
search should be made in all young persons, attending hospitals and clinics, 
by a routine chest x-ray as part of the general examination. 


TREATMENT 

When the diagnosis of tuberculosis has been established, treatment will be 
mainly by antibacterial drugs. The most satisfactory routine is to prescribe 
streptomycin, PAS and isoniazid for eight weeks while the drug sensitivity 
of the infecting organism is determined. The dosage must be adequate: 
1 g. of streptomycin, with 10 g. of PAS and 300 g. of isoniazid, is recom- 
mended for persons over 14 years of age. In hospital, at least twelve con- 
secutive gastric lavage specimens should be examined before the search for 
M. tuberculosis is; abandoned. Even if no mycobacteria are found, it is 
wise to start on the triple drug régime because in 1957 drug-resistant 
tubercle bacilli were responsible for approximately 5 per cent. of primary 
infections in England and Wales (Fox et al., 1957). After two months’ 
triple drug therapy, the patient may be put on two-drug therapy which 
should be maintained for at least twelve months. If drug resistance is 
appearing, or cavity closure is not occurring, or a collapsed area of lung 
persists, then surgical intervention, after full clinical investigation, should 
be contemplated. 

Where hospital beds are available, it is a sound policy to treat all 
tuberculous adolescents, in the first instance, as inpatients, and to transfer to 
ambulatory treatment when the lesion is quiescent. By adopting this method 
the patient can be instructed in precautionary measures against the spread 
of infection and in ways of living so as to maintain good health. In addition, 
this period of hospitalization provides the patient with the necessary rest 
and allows time for the readjustment of social and domestic conditions for 
the future rehabilitation of the patient. 

Domiciliary treatment may be unavoidable in some countries, but in the 
United Kingdom it should be prescribed only in exceptional circumstances 
when the patient has a very minimal lesion, is well-disciplined and can be 
adequately supervised at home. 


THE RETURN TO NORMAL LIFE 
The majority of tuberculous adolescents will be able to return to normal 
life and work without any special course of rehabilitation. There will be 
some who will need vocational training in a suitable occupation. These 
should be admitted to an industrial rehabilitation centre. In a few, treatment 
may fail to eliminate tubercle bacilli from the sputum, and in many of these 
cases the organisms will be resistant to one or more of the antibiotics. Some 
of these patients will be fit to do from four to eight hours’ productive re- 
munerative work. They should be provided with this, either at a residential 
industrial settlement or at a Remploy factory. It is most important that 
no adolescents who suffer from tuberculosis should be allowed to develop 
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an invalid complex which might be a serious obstacle to their accepting 
work and planning a career. The services of the disablement resettlement 
officer (D.R.O.) of the Ministry of Labour and National Service should be 
particularly valuable in advising and guiding adolescents, in consultation 
with the physician, to find suitable employment. It should also be appreciated 
that the tuberculous adolescent has much to learn about acquiring and 
maintaining good health. The time spent in hospital can be used for this 
purpose so that when the patient is discharged the dangers of incorrect 
living under domiciliary conditions can be avoided. Completely successful 
treatment of tuberculosis means not only sputum conversion, radiological 
clearing and an absence of symptoms, but also a satisfactory return to 
normal life and work. Treatment is only partially successful if this goal is 
not achieved. 


NON-RESPIRATORY TUBERCULOSIS 


So far, respiratory tuberculosis has been the main topic of discussion but 


adolescents also contract non-respiratory forms of the disease the incidence 
of which, although it has declined remarkably in the past twenty years, is 
now tending to provide a number of cases with only a slight reduction in 
England and Wales each year. ‘To procure a successful result early diagnosis 
and adequate hospital treatment are most desirable in all cases of non- 
respiratory tuberculosis. With the supply. of tuberculosis-free milk in 
almost all parts of the country, nearly all non-respiratory tuberculosis in 
adolescents is due to the human strain of Mycobacterium tuberculosis and is 
the result of infection from a human source. It is therefore just as essential 
to search for the infecting focus in a case of non-respiratory tuberculosis 
as in respiratory lesions. 


ADOLESCENT TUBERCULOSIS IN THE TROPICS 
Much of what has been written applies to tuberculosis in developed coun- 
tries where the incidence of the disease is declining. The picture is completely 
different in most tropical countries where tuberculosis is the major public 
health problem. Methods of control that are suitable for developed 
countries have to be substantially altered to suit the conditions found in 
tropical and subtropical areas. Active disease in adolescence, both respiratory 
and non-respiratory, is frequent, beds for tuberculosis are few, trained 
staff is difficult to procure and the educational standard of the patient is 
usually low. Under these conditions mass methods of prevention by 
vaccination from infancy onwards, radiographic diagnostic surveys, wide- 
spread domiciliary treatment and efforts to raise the standard of living are 
the only ways to reduce the number of infectious cases and provide treat- 
ment, although admittedly often inadequate, for the greatest numbers. 
When, by mass prevention, prophylaxis and treatment, the high mortality 
and incidence of the disease have been reduced in these countries to figures 
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approaching those recorded in more privileged states, it may then be possible 
to apply orthodox methods of control and treatment that are proving 
satisfactory in this country. 

SUMMARY 
The number of adolescents suffering from tuberculosis in the United 
Kingdom has fallen markedly in the past ten years, but it still presents a 
serious problem. 

In tropical countries tuberculosis in adolescence is frequent and needs 
special mass methods to reduce the incidence. 

It is contended that adolescent tuberculosis can be prevented by reducing 
the risk of primary infection and also by discovering and treating school- 
children with primary infections that are likely to give rise to active lesions in 
later life. 

A programme for the control of tuberculosis is outlined and it is thought 
that this will substantially reduce the amount of tuberculosis in adolescence. 

All adolescents suffering from tuberculosis should receive a period of 
inpatient treatment with adequate chemotherapy, during which time social 
adjustments may be made and attention given to the future career of the 
patient. It is considered important that the patient should be guided to 
become a useful citizen as well as being cured of his disease. 
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THE ADOLESCENT IN INDUSTRY 


By M. E. M. HERFORD, M.B.E., D.S.O. M.C., M.D., D.P.H. 
Appointed Factory Doctor, Windsor and Slough District 


PROBABLY never in the history of the country have such good physical 
specimens left our schools. To go back only a few decades, undernourish- 
ment, diseases of all sorts and physical disabilities, blindness, deafness and 
distorted limbs were commonplace, and the environment at home and at 
work tended to aggravate disabilities. Today it is a transformed scene, 
from which economic destitution and want have been banished. 


THE PROBLEM TODAY 
Why, it may be asked, in a society in which the main emphasis is laid on 
the cure of sickness, should special attention be paid to this relatively fit and 
lusty section of the community, who have the least amount of illness? 
Surely, because in life it is not only what happens to us that matters but 
the way we feel and think about it. In the industrial sphere, an example, 
much used of late, will serve to illustrate this. In 1956, 280 million days 
were lost through illness (this total excluded absences of less than four 
days). In a high proportion of these cases functional factors predominated 
in causing absence. Since man is composed of both mind and matter, in no 
illness is the physical disorder without a mental component. Recent develop- 
ments have shown clearly what a wide range of physical disorders can be 


precipitated by stress of mind. If the mental health of even a small propor- 
tion of these individuals could be improved the reduction in sickness 
absence would be appreciable with a corresponding increase in production 
and national well-being. As Lord Adrian (1959) has pointed out: 


“The interactions of mind and body are more likely to reveal themselves in the 
surgery and the consulting room than in the laboratory . . . We can learn better ways 
of dealing with the frustrations of infancy and the revolts of youth . . . The medical 
profession has established its right to a hearing in a wide range of social problems 
which were formerly the exclusive province of Church and State’. 

Rights involve duties and we must therefore be prepared to work and 
study in this particular field of youth service. As physical diseases are 
conquered so will the relative importance of mental health increase. If 
doctors are not trained and prepared to accept the challenge the fragmentation 
of medicine will continue and the role of the doctor will be reduced towards 
that of a technician. The health of adolescents in industry offers special 
opportunities for the promotion of health in a comprehensive manner. 
Maturity is relative, and in all adults traces of the child and the adolescent 
survive. With the knowledge now at our disposal it may be hoped that 
the degree of maturity achieved may be increased. In the present article in 
discussing problems of adolescents in industry special attention is therefore 
given to factors affecting mental aspects of health 
March 1960. Vol. 184 331) 
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MEDICAL SUPERVISION 

Doctors in industry are divided into two main groups: whole time and 
part time. The former are confined almost entirely to the larger firms 
with the best opportunities for selection and the best conditions. Most of 
the part-time doctors are busy general practitioners who have comparatively 
little time to devote to their industrial work. The majority of these are 
also appointed factory doctors who in this capacity are responsible for the 
examination of all young people between the ages of 15 and 18: when they 
enter industry, every time they change employment, and once a year up to 
the age of 18 if they remain in the same employment. They also have the 
duty, for which they possess the power of a factory inspector, to examine 
the work upon which the young person is engaged, and to satisfy themselves 
that the work is suitable. Their duties, if fulfilled, take them into many 
small firms comprising the bulk of the industrial population. Some firms 
are good, some indifferent and others very unsatisfactory. Many criticisms 
have been made of the work of the appointed factory doctor: some, unfor- 
tunately, are well merited and it has even been suggested that the post 
should be abolished and the work given to others. Since the duties of 
appointed factory doctor account for a large part of the time given by 
general practitioners to industry, the criticisms must be considered when- 
ever claims are made for them to take on additional duties in occupational 
medicine. 

In 1958, according to the annual report of the Chief Inspector of Fac- 
tories, approximately 240,000 initial examinations of young people were 
carried out under the Factories Act regulations. Not all initial examinations 
were made, and probably 250,000 or more entered employment in which 
they were subject to examination annually. The number seen on change of 
employment and annual re-examination should be about double the entry, 
but in 1958 it totalled only just over 206,000. As it is the duty of employers 
to notify young people for examination, and as it is the better firms who 
so notify them, this means that the young people in the less satisfactory 
environments do not receive medical supervision. The cream is skimmed 
by the larger and the better factories, and for the rest it is a matter mainly of 
chance whether or not they are examined. The frequent job changers and 
the less well endowed physically and mentally fail to receive the attention 
they often need. Young people in offices of factories, which are sometimes 
more overcrowded and badly ventilated than the factories themselves, are 
not subject to any medical supervision unless there is a works doctor 
engaged privately. 


ENVIRONMENTAL STRESS 
The mentally backward and emotionally unstable may react to failure in 
employment by a feeling of rejection and frustration leading to aggression 
and anti-social behaviour. Unable to win social acceptance in a working 
group they may become delinquent through efforts to show off. Other 
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youngsters of greater ability who fail to find any proper outlet, particularly 
if they have developed late and failed to get an apprenticeship or any 
training, may react explosively in anti-social activity; they may even begin 
to manifest symptoms of what are now recognized as the stress diseases. 
In these cases, by detached friendly interest and contact with charge hands 
and other members of the staff, the doctor may exert a stabilizing influence, 
not only in one particular job but as the young person moves from job to 
job. This function may represent one of the valuable opportunities afforded 
by the statutory duties of the appointed factory doctor, since he is not 
limited to one factory but covers a whole district. It has been said that, 
since under the National Health Service each individual has a personal 
doctor, there is no need for more medical supervision, but young people 
as a whole do not go easily to a doctor, especially when a visit entails waiting 
in a crowded surgery and the ailment is often ill-defined and the power 
of communication is poor. Further, it is often not the physical factor but 
the environmental stress which precipitates dis-ease rather than appreciable 
disease, and affects the length of time an individual remains away from work. 

It is not too much to say that many adolescents are verbally and emotion- 
ally illiterate, thus making communication extremely difficult except on the 
most superficial plane. There is great need to improve this by more work 
on the three R’s at school and more preparation for human relationships 
through health education. Here again, the doctor in industry who is par- 
ticularly interested in adolescents and sees many, as in the case of the 
appointed factory doctor, may help. The employees of any factory may 
each go to a different general practitioner and it would be a gross waste 
of time and effort on the part of both doctor and employer for the factory 
to receive visits from many doctors. The appropriate doctor to give advice 
and information is clearly the industrial medical officer, whether for an 
individual factory or group of factories, as in the Slough Industrial Health 
Service, or the appointed factory doctor. If further action is required the 
individual can be sent with a note to his own doctor. The general practitioner 
is then in a position to decide what should be done in consultation with 
a colleague acquainted with the working environment. In this way young 
people at work would receive a standard of medical care comparable with 
that given to more fortunate sections of the adolescent population by the 
student health services of the universities. It is only fair to say that com- 
paratively little of this type of liaison exists at present. The matter has been 
discussed elsewhere (Herford, 1957a). The young people who work in 
factories and are subject to examination by the appointed factory doctor 
comprise about 50 per cent. of all secondary modern school-leavers: 60 
per cent. boys and about 40 per cent. girls. On the whole they are the less 
well endowed of the population; the more able of the girls, corresponding 
to the technical school apprentices, tend to go into offices and shops. 
Thus the majority of the girls in factories are filling in time before getting 
married. The elite of the boys are the student and craft apprentices, and 
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the rest are those hoping to become semi-skilled or to earn a useful living 
as one of the large body of unskilled workers. 

The breakdown of jobs through mechanization and the increase in 
machine operations of the simplest kind has rendered many jobs endlessly 
repetitive and monotonous. Some perform these simple movements against 
the endless pressure of a moving belt. In these circumstances it is surprising 
not that young people change jobs so often but that they do not change far 
more often. The number who change frequently (about five jobs or more 
between the age of 15 and 18) is rather less than 1o per cent. of this age-group 
(Herford, 1957b), and includes those filling in time before joining the Ser- 
vices, Merchant Navy or becoming drivers. The total number of young 
people entering employment each year was about 600,000 in 1957 and, by 
1962, due to the post-war ‘bulge’ in the birth rate, will be over goo,oo0, 
of whom over half will go into offices or on the factory floor. 


THE MEDICAL EXAMINATION 
The statutory examination as it stands at present is satisfied by a very 
formal and cursory inspection and, of course, it must be agreed that most 
of the youngsters are fit for a wide range of general duties. This has led 
many people to say that only special cases whose records have been handed 
on from the schools should be examined. This suggestion, and the present 
form of examination, ignore the psychological aspects of ill health and do 
not take into consideration the peculiar strains and stresses to which 
adolescents are subject in the early years after leaving school. If examina- 
tions are to be limited, how may they be arranged to avoid missing many 
early cases of psychological dis-ease which so often develop later into other 
somatic manifestations of stress? Little indeed is known regarding the best 
way in which support may be given, but anything which enlarges self- 
understanding and self-respect and a positive approach to the future must 
be of some small help in the promotion of health. Work with young people 
demands similar qualities to those possessed by the teaching profession, 
and it must not be forgotten that the term, ‘doctor,’ was once synonymous 
with teacher. There has never been any lack of this ability in the medical 
profession. 
MEDICAL RECORDS IN INDUSTRY 

Of equal or greater importance than the physical examination are the 
background and general attitude of the adolescents. Records are of great 
importance and can save much time in subsequent examinations. The 
individual should only be seen by appointment and with his or her record 
to hand. He can then be made to feel that he is known personally and that 
a personal interest is taken in himself and his future. It is advisable to 
have a full family history including the occupation of parents, and the 
ages, the type of school attended, and the occupations of siblings. Personal 
interests and activities and ideas for the future, reasons for taking or leaving 
jobs and the time a job is held, all give a helpful insight into attitudes to 
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work and life. Details of wages and the use of money, smoking, attitudes to 
boy friends or girl friends and other aspects of growing up can sometimes 
be touched upon lightly, in passing, and often give a lead to points they 
are glad to discuss. If the approach is detached and obviously inspired by 
interest in the young person, it is seldom resented. In the few cases in 
which there is evidently some tension this, in itself, may be an indication 
of a personal difficulty which can be helped by an indirect sympathetic 
approach. Height and weight are a useful general guide to development 
and are keenly watched by the adolescent, particularly the late developers, 
who often worry unduly about their small size. The routine procedure 
often provides an opportunity for helpful discussion, reassurance and 
general health education. The use of the stethoscope provides opportunity 
for more health education and advice on breathing; many have no idea 
how to breathe and use only their diaphragm. 


DISABILITIES 

On the physical side, in spite of the general excellence, there are still many 
minor defects, chiefly of ears, eyes, and respiratory passages, or orthopedic, 
which might have been remedied while at school, or require further super- 
vision or remedial action. In one survey over 40 per cent. of all young 
people seen had some defect recorded and in over 10 per cent. of these 
cases some action was necessary (Herford, 1957b). Further defects develop 
in the subsequent years and benefit from treatment or general advice. 

At present there is no means of handing on information from the schools 


to any doctor, although the appointed factory doctor is entitled to request 


information under section gg (3) of the Factories Act, 1937. Otherwise, 
some information is handed to the youth employment service on forms 
Yg and Yio. The former gives no medical details but lists certain types of 
occupation considered unsuitable. The latter, only completed on the 
signed permission of the parents, gives the precise nature of the disability 
and is the prelude to inclusion on the Disabled Register. ‘There is at present 
a working party of the British Council for Rehabilitation closely examining 
the whole question of the handicapped school-leaver, and it is particularly 
concerned with improving communication between the school health service 
and the youth employment officer. Because of the ease of obtaining employ- 
ment many young people who in former days would have had their names 
on the Disabled Register now find jobs on their own. As recorded by 
Ferguson (1951), disabled adolescents sometimes drift into the hard and 
unpleasant jobs which others can avoid. Of the diseases which formerly 
caused so much havoc among young people, tuberculosis is rapidly dis- 
appearing, and so is rheumatic fever. The former is usually encountered 
in the primary stage and in most cases recovery is rapid and complete. 
The latter sometimes presents difficulty in deciding what restrictions to 
apply in cases of marked organic lesion. Since, however, work is only 
a small part of the total day, and all restrictions apply only to work, they 
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may be of little use. Further, it is impossible to prove that any restriction 
has lengthened life by a single day, whilst it is certain that excessive restric- 
tion often produces hypochondriasis and leads to much anxiety. For these 
reasons it is best in every form of disability to avoid restrictions of any 
sort unless it can be shown that danger may ensue for other people as, for 
instance, in the case of epileptic crane drivers. Usually the problem is best 
handled by a talk with employer, foreman or charge hand. People are 
usually willing to do their best to help and it can be done in ways which 
avoid a sense of restriction. Generally, unless the employment situation 
prevents him, the individual will tend to move from a job he finds too hard. 

Epilepsy is a difficult problem because the facts are sometimes concealed 
and, lacking the records, the doctor can do nothing until a fit occurs at 
work. Sometimes when the employer is afraid of a claim at common law 
if the epileptic sustains injury while working on a machine, the statutory 
duty of the appointed factory doctor enables him to sign the register to 
say the individual is fit for the job and so give cover to the employer. The 
position is fully explained to the epileptic person. After all, a mild epileptic 
may injure himself on a machine, but there is far more chance of his being 
run over crossing a road, and playing for safety may only cause anxiety and 
unhappiness by barring someone from work he desires. A point of some 
significance is that, both at school and at work, if too much effort is made 
to control fits by the administration of drugs, the effect may be to render 
the young person slow in thought and action and unable to cope with 
learning and performing tasks and teamwork with adequate speed. If they 
must be heavily sedated they may be better employed on single-handed 
jobs not requiring speed. 

Cosmetic operations.—Adolescents are very conscious of physical defects, 
and tension set up by disfigurement not infrequently leads to anti-social 
behaviour. Some of these defects, such as disfiguring marks or pronounced 
squints, are commonly dealt with in early years, but some are still found 
during employment examinations and in many of these cases remedial 
operations bring relief and improved behaviour, in a way which is sometimes 
astonishing and most rewarding. 


THE DEAF AND THE MENTALLY HANDICAPPED 
The deaf and partially deaf—A group who often suffer more than might 
appear superficially are those with defective hearing. Unable to hear 
directions or join in group chatter which makes otherwise boring work 
tolerable they tend to be cut off and may become misfits, presenting 
problems in human relationships. 

The mentally handicapped.—These, of course, vary from the borderline 
of the educationally sub-normal to the almost ineducable, and there is 
immense scope for improving a deplorable situation. The doctor can do 
much to help in educating the working community regarding the nature 
of the defect so that it is accepted and supported socially, and to see that 
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the capacity of these unfortunate individuals to benefit from training is 
appreciated. There are large numbers of mentally handicapped adolescents 
rotting at home or in institutions who could be enabled by suitable hostel 
and sheltered workshop training to become partly or completely self- 
supporting. The total number who need training and support runs into 
thousands. For those who are at work the doctor can do much to facilitate 
understanding and acceptance by supervisory staff and fellow employees. 

There is a serious gap in the social services which allows supervision of 
these unfortunate individuals to cease automatically when they reach the 
age of 18. Many of them between 16 and 18, they leave the special schools 
for educationally sub-normal children at 16, receive much less supervision 
than they need and those who have left special classes in ordinary schools 
leave at 15 and have no supervision thereafter. Many of them have physical 
as well as mental handicaps, many are sufferers from cerebral palsy, and 
many are emotionally maladjusted. An unduly high proportion of delin- 
quents come from this group and the appointed factory doctor or industrial 
medical officer in cooperation with the youth employment service and 
other social agencies could do much to improve the situation. 


CONCLUSION 

In the universities the student health services are now well established 
and there seems to be no good reason why facilities should not be provided 
for an industrial, even a general, health service for youth at work—the 
need is as great or even greater. It might be an extension of the school 
health service inte the occupational sphere, associated with the county 
colleges and colleges of further education envisaged under the Education 
Act, 1944. It would be closely associated also with the youth employment 
service and the youth services generally and integrated with the rest of 
the National Health Service. 

The King George Jubilee ‘Trust, in its report, ‘Citizens of Tomorrow’ in 
1955, suggested that an association of the work of the appointed factory 
doctor, the school health service and the youth employment service might 
well form the basis of national development. The exact form of a youth 
health service remains to be found by experiment but there is no doubt that 
the supervision of the health of young people, no matter what their occupa- 
tion, offers great scope for the promotion of health. 
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CHLORPROMAZINE AND 
SCHIZOPHRENIA 


THE ROLE OF THE GENERAL PRACTITIONER 


By DONALD BLAIR, M.D., D.P.M. 


Consultant Psychiatrist, St. Bernard’s Hospital, Southall, St.Mary 
Hospital, Paddington, and Ashford Hospital, Ashford, Middlesex 


SINCE the discovery of the so-called tranquillizing drugs, reserpine and 
chlorpromazine have both been used therapeutically for schizophrenia. 
Whereas the former has fallen into comparative disfavour the latter has 
produced far better results than those obtained by any previous method. 
Indeed the stage has been reached when the medical practitioner can advan- 
tageously become acquainted with the therapeutic potentialities of this 
drug, with the intricacies of its administration and with the part he should 
play in conjunction with the psychiatrist to ensure that his patients have 
the chance of receiving the maximum benefits from it. 

I do not propose to review the extensive literature on the subject, but 
merely to summarize our own findings (Blair and Brady, 1958) which are 
representative of those reported by other workers. Table I shows the 
results obtained with group training for four years in female patients with 
chronic schizophrenia. It will be noted that there were no recoveries, and 


only 6.3 per cent. showed any appreciable improvement. These results 
should be compared with table II, which shows the results in a comparable 
group of patients who had received chlorpromazine over a period of three 
years. In this series it will be seen that 8.3 per cent. recovered and another 
64 per cent. showed appreciable improvement 


THE VALUE OF CHLORPROMAZINE 

The results shown in table II were not of short duration. Seven of the 
recovered cases and 19 of the social recoveries have continued in these 
grades without any relapse for between forty-two months and four years. 

Following our success with chronic patients of over five years’ duration, 
we treated a series of recent female schizophrenics (of less than five years’ 
duration) and compared their results with those obtained in equivalent cases 
by deep insulin therapy during the previous five years. We carefully dif- 
ferentiated between the atypical (schizophreniform) group of patients whose 
prognosis is always good, and the typical (process) group whose prognosis 
is much worse. The results are shown in table II]. They speak for them- 
selves but are further reinforced by the fact that among the patients treated 
with chlorpromazine were 57 who had failed to respond to one or more 
full courses of deep insulin therapy and in 11 (19.2 per cent.) of whom 
March 1960. Vol. 184 (338) 
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chlorpromazine produced recovery whilst social recovery was recorded in 


20 (35 per cent.). 
We summarized our final claims for chlorpromazine thus:— 


‘Our total results and figures from chlorpromazine therapy for recent and chronic 
patients make it clear that this chemotherapy presents an advance on deep insulin 
therapy. This contention is based on the fact that chlorpromazine has produced 


. Slight : 
Re- Social Much Improved) improve- No Worse 
CoV ered recovery improv ed ment change 





Total 
no. of 
patients 


18 ° | 
) A (16.2%) 





110 | ° 5 
4.5 


TasB.e I.—The effects of group training in chronic psychotic patients 


improvement and recovery in quite a high proportion of our schizophrenic cases 
of many years’ duration, previously deemed irretrievable by deep insulin therapy 
or any known therapy; in our group of recent cases it has produced results that can 
be considered superior to those obtainable by deep insulin therapy from comparison 
with the results obtained in our deep insulin clinic during the previous five years: 
it has effected remissions in cases having previously received two or even three 
courses of deep insulin with ultimate failure; and finally relapses up to date have 


Years in hospital 
Total no. 


Grade “ 
5 10-15 15-20 Over 20 of patients 


Recovered (C) 
Social recovery (C) 
Much improved (C) 
Improved (C) 

No change 

Worse 1 2(1.5s 


11 (8.3%) 
34 (25.8%) 
50 (338.3%) 
23 (17.4%) 
12 (9%) 

%) 


Total 66 34 13 132 
(43.6 ) (25.8 ‘ (9.8%,) 


rasLe I1.—Effects of chlorpromazine in 132 female patients with chronic schizophreni: 
(C=contolled by maintenance doses-——see text.) 


always responded to a further course of chlorpromazine. Furthermore, chlor- 
promazine therapy is less dangerous and less unpleasant to the patients and causes 
less anxiety and trouble to the medical and nursing staff. The advantage of being 
able to use maintenance doses of chlorpromazine temporarily or permanently is also 
greatly in its favour’ 

It is a disappointing fact that the etiology and pathology of schizophrenia 
have not yet been definitely established and we must therefore admit that 
the effects of chlorpromazine must be considered empiric. It seems, how- 
ever, that, whatever the schizophrenic processes may be, chlorpromazine 
counteracts them in varying degrees from one patient to another. 


SIDE-EFFECTS 
Many dithculties are confronted in the use of chlorpromazine and the 
maximum results will only be obtained by a psychiatrist experienced and 
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skilled in its use and adopting a well-devised technique. Effective treatment 
consists of (1) its use in hospital, and (2) its use at an outpatient clinic or 
by the general practitioner. Wherever it is being used it is of the utmost 
importance that the doctor prescribing it should be well acquainted with 
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with schizophrenia of recent onset 
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(41.9%) (41.0%) (13.6°,) (3.2%) 





the most important side-effects which may be conveniently summarized 
under four headings: 

(a) Toxic sensitivity reactions.—Pyrexia occurring in the second week of 
treatment usually about the tenth day and lasting about a week; jaundice; 
blood changes; skin reactions; toxic confusional states. 

(b) Reactions due to effects on the central nervous system.—Parkinsonian 
symptoms of varying severity including mask-like expression, rigidity, 
tremors, salivation and oculogyric crises. ‘Torsion spasms. Drowsiness and 
fatigue of the subcortical type. 

(c) Reactions from the autonomic system.—Miosis, blurring of vision, nasal 
congestion, dryness of the mouth, difficulty in swallowing, postural hypo- 
tension with feelings of dizziness and fainting, tachycardia, occasional 
dyspnea, polyuria and frequency, incontinence, retention. 

(d) Endocrine reactions.—Amenorrheea, lactation, glycosuria. 

It may also give rise to epileptic fits. In doses of 300 mg. or more thrice daily 
it has been known to mask the symptoms of broncho-pneumonia. 

Few of these effects are really serious, the most important being jaundice 
and agranulocytosis from which extremely rare fatalities have occurred. All 
the toxic sensitivity reactions may occur in doses of as low as 300 mg. a 
day or less, but the second-week rise in temperature is a valuable prodromal 
phenomenon. If this occurs the drug should be withdrawn until the tem- 
perature has been normal for several days; thereafter its administration may 
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be resumed as usual. If this precaution is taken the chances of jaundice 
and serious toxic effects are slight. As a general principle the smaller the 
dose on which jaundice occurs the greater the indication for withdrawing 
the drug permanently. Indeed, only in very exceptional circumstances 
should chlorpromazine ever be resumed after jaundice has occurred. 
Periodic blood counts are the best prophylactic measure for agranulocytosis, 
especially in the early weeks of treatment. Skin reactions nearly always 
respond to antihistaminics. The group of centrally originating nervous 
symptoms tends to remain constant throughout a full course of chlor- 
promazine but the Parkinsonian symptoms have been found to respond to 
benzhexol, which also seems to counteract drowsiness to some degree. The 
autonomic group of symptoms are less troublesome and unpleasant and 
usually tend to clear up spontaneously as a tolerance for the drug develops 
during treatment, or to respond to symptomatic treatment when this is 
feasible, but occasionally the drug has to be temporarily reduced or with- 
drawn. Thyroid tablets and dieting may be necessary to reduce gross adi- 
posity. The endocrine symptoms tend to persist throughout the full course 
of chlorpromazine but seldom cause much inconvenience. Epileptic fits are 
rare except with very high doses. Masking of symptoms of a concurrent 
somatic illness is infrequent but worthy of note in enfeebled patients. 
The side-effects of this drug must never be minimized but, generally 
speaking, schizophrenic patients have a remarkable tolerance for it and 
treatment seldom requires to be terminated because of its side-effects. 


TREATMENT IN HOSPITAL 

The treatment of all patients suffering from an attack of florid schizophrenia 
must take place in a mental hospital. There the object of treatment is to 
administer the optimum dose for the optimum time in order to assure the 
maximum effect of the drug. A technique by which this may be attained 
has been described in detail elsewhere (Blair and Brady, 1958), but the 
following broad principles apply. The optimum dose may be defined as the 
dose which, if raised further, produces no additional therapeutic improve- 
ment, but when reduced leads to some deterioration in the patient’s mental 
condition. This dose is one which often produces Parkinsonian symptoms. 
These are successfully countered by the addition of benzhexol, 5 mg. (or 
2 mg.) thrice daily, which also seems to act synergistically with chlor- 
promazine against the schizophrenic process. Thyroid tablets B.P., in doses 
of 1 grain (60 mg.) thrice daily, are also of value in reducing excessive weight 
as well as probably having some specific therapeutic value (Gjessing, 1938). 
If skin rashes occur they nearly always respond well to antihistaminic drugs, 
such as promethazine or mepyramine. 

Doses of less than 100 mg. of chlorpromazine thrice daily seldom produce 
the maximum response, and doses of as much as 500 mg. or more thrice 
daily may be necessary. A short course of electroconvulsive therapy is often 
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a useful adjuvant if the patient is responding sluggishly to chlorpromazine. 
It is usual for the progress of any case of schizophrenia to fluctuate, and 
persistent and varied chlorpromazine treatment over a long period may be 
necessary, especially in chronic cases. 

Daily temperature and blood-pressure recordings are taken during the 
early weeks of treatment and blood counts made regularly to begin with 
and when indicated later on. It is not to be expected that the tablets of 
themselves will produce ‘optimum results’, but the change they effect in 
the patient’s mental condition affords the opportunity for the patient to be 
induced to participate in suitably graded occupational, recreational and 
social activities which help to do so, and the part played by the nursing 
staff and occupational therapists in this respect is of paramount importance. 
The assistance of a psychiatric social worker is available to patients return- 
ing home and her help is often invaluable to both the patient and his (or 
her) relatives. 

Once the ‘optimum dose’ of chlorpromazine has been determined it 
must be continued, with the use of some or all of the other measures already 
described until the ‘maximum effect’ has been achieved. It calls for skilful 
discretion on the doctor’s part to determine when this stage has been 
reached and when the dose may be substantially reduced to the main- 
tenance level. Broadly speaking, the shorter the duration of the illness and 
the better the pregnosis, the shorter will be the required duration of treat- 
ment with chlorpromazine. 


MAINTENANCE THERAPY 

Maintenance doses vary from 100 to 25 mg. thrice daily and can only 
be determined by the patient’s reactions. It is an interesting fact that once 
the ‘high dosage’ course of chlorpromazine has allayed the schizophrenic 
processes the patients seem to be more susceptible to its tranquillizing 
effects: on 100 mg., or even as little as 50 mg., thrice daily, they are often 
quite seriously handicapped by drowsiness and fatigue. When this is so the 
dose must be carefully and gradually reduced until such complaints dis- 
appear and then be maintained at that level. As a result of our experience 
we have come to the conclusion that in chronic cases of over five years’ 
duration it is advisable to continue maintenance doses for many years and 
probably permanently. This applies not only to the ‘recovery’ grades, but 
also to all grades of improvement—always, however, with the proviso that 
no untoward side-effects occur. Prolonged administration of chlorpromazine, 
even in small doses, may occasionally lead eventually to side-effects that 
necessitate its termination and, although we have now had patients on this 
drug for several years continuously, we have yet to learn whether over 
many years it may have detrimental effects of which we are so far not aware. 

In cases of under five years’ duration the longer the duration of the ill- 
ness and the stay in hospital, and the worse the prognosis, the greater the 
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need for prolonged maintenance doses. For reasons not yet understood 
some cases of this type remain free from relapses without any maintenance 
doses whilst others relapse rapidly. Relapse in patients in whom main- 
tenance doses have been stopped is an indication for resuming and main- 
taining such doses on a more or less permanent basis. In atypical schizo- 
phreniform cases there is no need to continue maintenance doses for more 


than a few weeks and in typical schizophrenics with better prognosis they 
may be withdrawn after a few months, but be reintroduced if a relapse 
occurs. Our experience with patients who have relapsed has so far been 
that a further full course of treatment has been able to restore the patient 
to the grade of improvement or recovery which prevailed before the relapse 
and in some cases this has been achieved in three or four successive relapses. 


TREATMENT OUT OF HOSPITAL 

It is necessary for some patients discharged from hospital to attend out- 
patient clinics for a while for follow-up purposes but after that they are 
referred to their practitioners for treatment. It cannot be emphasized too 
strongly that the continuation of treatment by the practitioner does not 
merely involve the administration of chlorpromazine tablets in one dose or 
another. It embraces a sound clinical understanding of the relationship of 
the patient’s personality with all the circumstances of his environment and 
calls for the practitioner’s highest attributes as guide, philosopher and friend 
to the patient and his relatives. The attention of the practitioner along these 
lines should bring ample reward and a realization that he is not dealing 
with a hopeless lunatic but with an interesting, if sometimes permanently 
handicapped, human being. 

In order to treat the patient with the greatest efficiency the practitioner 
must above all be fully cognisant with the clinical symptoms and charac- 
teristics of the disease itself and, by sympathy and understanding, he must 
instil a sense of confidence in the patient and relatives which will encourage 
them to describe the patient’s mental condition and progress. He should 
induce them to report to him at once the slightest symptoms of any relapse. 
So often patients and their relatives tell me that their practitioner does not 
seem to understand their case or to be interested in them. Whether the 
patient’s grade of clinical improvement may be ‘recovery’, ‘social recovery’ 
or ‘much improved’, the doctor should use his friendly influence and pro- 
fessional privilege to help this patient to cope with his interpersonal and 
domestic difficulties, to achieve adequate social relationships and activities 
and to obtain congenial employment or occupation within his capabilities. 
He should, if necessary, call in the assistance of the mental hospital, the 
local authorities or the voluntary services to achieve this objective. Indeed, 
it may be said that the recent advances in the treatment of schizophrenia 
make a happy liaison and team relationship with these various bodies im- 
perative for the optimum treatment of schizophrenics, 
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So far as the use of chlorpromazine itself is concerned, the first duty of 
the practitioner is the administration of maintenance doses along the lines 
indicated. Secondly, if the patient shows early symptoms of a gradual 
relapse the dose of chlorpromazine should be increased at once to 100 mg. 
thrice daily, with benzhexol, 2 or 5 mg. thrice daily if necessary (unless 
there is some special contraindication). Schizophrenic patients seldom 
manifest serious side-effects on this dosage. ‘Timely implementation of this 
measure may quite often dispel the symptoms concerned and restore the 
patient to his previous condition within a few days or weeks, when main- 
tenance doses may be resumed. Thirdly, if, despite these measures the 
patient continues gradually to deteriorate, arrangements should be made for 
his readmission to hospital without undue delay. If the relapse is an acute 
one, instead of a gradual one, arrangements should always be made for the 
readmission to hospital forthwith. In any case of doubt the practitioner 
should communicate with the mental hospital consultant in charge of the 
patient while he was there, for his advice. 


CONCLUSION 


This article has been written with the direct objective of placing the general 
practitioner in the picture regarding the recent advances in the treatment 
of schizophrenia and the important part he has to play if the best therapeutic 
results are to be obtained. 

Already claims have been made for new drugs such as trifluoperazine and 
perphenazine in the treatment of schizophrenia but, in my opinion, these 


drugs have not yet received a sufficiently adequate clinical trial to assess 
their real potentiality. Chlorpromazine, on the other hand, has received a 
thorough assessment and it seems that at present it may be considered the 
most reliable drug to use in the majority of cases. Even if the other drugs 
do prove successful, it is probable that some patients will respond better 
to chlorpromazine than anything else, and because of this it is likely to be 
of use to general practitioners for at least some time to come. 

As things stand at present many schizophrenic patients do not receive 
the full potentialities of this drug for two reasons. (1) Because doctors in 
mental hospitals do not give high enough doses for a long enough time 
and with the concomitant use of benzhexol, thyroid and electroconvulsive 
therapy. (2) Because patients fail to persist with their maintenance doses 
after returning home. If this article helps to remedy this latter state of 
affairs, then it will have served its primary purpose. 
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HOMOSEXUALITY AND 
VENEREAL DISEASE 


By CLAUDE NICOL, M.D., M.R.C.P. 


Physician in Charge of the V.D. Clinics at St. Bartholomew's Hospital and at 
St. Thomas's Hospital 


AN important aspect of the problem of homosexuality is the part it plays in the 


spread of venereal infection. 
PREVIOUS STUDIES 

This was dealt with very fully by Jefferiss (1956). He reported that 84 
(8.4 per cent.) out of 1000 consecutive male patients who attended in 1954 
with early syphilis or gonorrhcea admitted a recent homosexual contact. 
These figures, he pointed out, do not represent the true number of homo- 
sexuals attending, as some patients are unwilling to admit the source of 
infection, both from natural reticence and from the unfounded fear that 
information might be passed on to the police. He noticed that, by all 
ordinary standards, many homosexuals were physically normal, and therefore 
very difficult to identify. 

In a more detailed study of 224 homosexuals who attended his clinic over 
a period of 24 years he found that 10 had early syphilis, 164 had gonorrheea, 
16 had non-gonococcal urethritis, and 34 had other conditions. The age- 
incidence was similar to that of heterosexuals; only four patients in this 
series were coloured. Ninety-seven were usually the ‘passive’, and 127 
usually the ‘active’ sex partner, whilst 24 indulged in both types of sex 
practice and were termed ‘versatile’. Very few patients in the group were 
manual labourers or artisans; the largest groups were clerks, shop assistants 
or unskilled indoor workers (98) and those employed in the arts (40). 
Reinfections were quite common and occurred in 86 patients. Jefferiss 
personally questioned 54 patients more fully. Of these, 40 (74 per cent.) 
came from broken homes, and 23 of these (42 per cent.) had been brought 
up by the mother, 46 (85 per cent.) had been to day school and 8 (15 per 
cent.) to boarding schools; all the boarders had had their first homosexual 
experience after leaving school. He was told by many homosexuals that, for 
fear of the law, they dared not be known to have male friends, and therefore 
were forced to be promiscuous and ‘pick up’ complete strangers, in various 
parts of London. 

Venereal disease in homosexuals appears to be a particular problem in 
the Metropolis. The British Cooperative Clinical Group gonorrhcea study 
(1956) showed that an analysis of the sex contacts of 6,004 males listed 130 
as homosexual; of these, 11 were from the port clinics, two from the inland 
industrial city clinics, whilst the remaining 111 attended clinics in London; 
there was none from the quiet (rural) area clinics. 

March 1960. Vol. 184 (345) 





346 THE PRACTITIONER 


PRESENT STUDY 

Since the time of these reports a number of clinicians have formed the 
impression that they have seen an increasing proportion of homosexuals 
with venereal disease and the Ministry of Health report for 1958 noted this 
fact in relation to early syphilis. The present study gives statistics for two 
London venereal disease clinics. 

In the smaller clinic (S.B.H.) statistics for new male cases in 1954 and 
1959 were compared. In 1954 there were four patients with early syphilis, 
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Total 172 544 838 


1954 
“ 5 (4.3%) 2 (1.2%) 3 (0.6%) | 10 





Homosexual 
Total 12 : 241 424 813 
1959 





Homosexual 8 (66.7%) | 15 (11.0%) 11 (4.6%) | 6 (1.4%) 40 








Tas.e I.—Incidence of homosexuals among new male cases seen at a London V.D. clinic 
(S.B.H.) in 1954 and 1959. 
none was homosexual; five out of 118 patients with gonorrhea, two out of 
172 patients with non-gonococcal infection, and three out of 544 with no 
infection were homosexual. In 1959, eight out of 12 patients with early 
syphilis, 15 out of 136 with gonorrheea, 11 out of 241 with non-gonococcal 
infection and six out of 424 with no venereal infection were homosexual 
(table 1). Thus, although the total number of cases in these categories had 
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Tas.ie I1.—Incidence of homosexuals among new male cases seen at two London V.D. Clinics 
(S.B.H. and S.T.H.) in 1959. 





fallen slightly in 1959, the number of cases in which a homosexual contact 
was admitted had increased fourfold as compared with 1954. These 40 cases 
seen in 1959 occurred in 37 patients. All of these patients had a special 
interview with the social worker and were carefully questioned concerning 
recent sex contacts. T'welve admitted to being the active sex partner, 18 
admitted to being the passive sex partner, whilst seven were ‘versatile’; in 
addition, four in the whole group were occasionally heterosexual. Patients 
who admitted more than one recent homosexual contact were classified as 
‘promiscuous’, and 28 patients fell into this category ; eight admitted only one 
recent male sex contact, whilst one patient refused to give any details. 

In the larger clinic (S.T.H.) only the 1959 figures for new male cases were 
available: 10 out of 45 with early syphilis, 133 out of g71 with gonorrheea, 32 
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out of 1,071 with non-gonococcal infection, and 47 out of 1,358 with no 
evidence of infection resulted from a homosexual contact. These 222 cases 
occurred in 188 patients. 

The case figures for the two clinics are combined in table II. This shows 
that the 262 homosexual cases seen in 1959 occurred in 225 patients in the 
two clinics. Their ages ranged from 16 to 61 (table III). Classification 
according to race is shown in table IV; there were only three coloured 
patients. ‘The marital status of patients is shown in table V; only seven 





Age S.B.H S.T.H Total 
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10—I19 18 
20—29 5 112 
30—39 66 
40—49 18 
50—59 10 
60—69 I 





TasLe Iii Age incidence of male homosexual 
patients attending two London V.D. clinics in 1959 
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Tas_e I[V.—Classifications of male homosexual patients 
attending two London V.D. clinics, according to 
race 








S.B.H S.T.H Total 


Married 2 5 
Single 35 183 21 





TABLE V.—Marital status of male homosexual patients 
attending two London V.D. clinics 


were married. Table VI shows the occupations of these patients ; the majority 
did light or sedentary indoor work. The initial site of infection is shown in 
table VII in the 183 patients with venereal disease; almost double the num- 
ber presented with penile (active homosexual) as opposed to anal (passive 
homosexual) signs. 
STATISTICAL ANALYSIS 

I am indebted to Mr. M. P. Curwen, medical statistician to St. Bartholo- 
mew’s Hospital, for the following note on a statistical analysis he has made 
of the figures as summarized in table VIII. 

In each case the x* test shows that the difference between the percentages 
is highly significant (P<.oo1). The calculations show therefore that they 
are most unlikely to have arisen by chance. The possibility that they have 
arisen as a result of difference in procedure, as, for example, in the type of 
patient seen, cannot, of course, be excluded by a calculation of this sort. 
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DISCUSSION 
The statistics presented here appear to confirm an increase in the proportion 
of male homosexuals with acute infection attending venereal disease clinics. 
The difference between the 1954 and 1959 figures at one clinic (S.B.H.), 
although small, are statistically significant. As a cross check it is possible to 
compare the figures for the two clinics with those of Jefferiss (S.M.H.) for 


5.B.H S.T.H. Total | 
: ; 





Business, clerical work, shop assistants, and 

other indoor workers : } 120 150 
Those employed in artistic jobs 30 37 
Labourers and artisans 4 : 19 1 9 
The Services ; 4 4 
Miscellaneous oc« upations sa i | I! 
Unemployed ; 4 4 


| ‘Total 37 188 225 





Tas_e VI.—Occupations of male patients attending two London V.D. clinics. 





Early syphilis Gonorrhcea Non-gonococcal 
infe ction 


S.B.H |S.T.H. Total |S.B.H.)S.T.H.| Total |S.B.H.|S.T.H.| Total | Total 
121 


69 
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196* 








*13 patients had both gonococcal and non-gonococcal infection during 1959 
Tas_e VII.—Site of original.infection in 183 homosexual patients with venereal disease 


early syphilis and gonorrheea in 1954 (table IX). It should be noted that 
from a comparable number of new patients it took him 2} years to collect 
the number seen in one year in this survey. 

This rise in the figures may be due to an actual increase in the number of 
male homosexuals in the London area; on the other hand, it may be due to 
the surprisingly widespread ignorance among those indulging in homo- 
sexual practices as to the danger of contracting venereal disease. The male 
homosexual is often very promiscuous; he may be driven to this, as Jefferiss 
suggests, by the fear that the police may be informed if he consorts with a 
regular ‘boy friend’ but, whatever the cause, this means that he is much 
more liable to contract venereal disease from casual ‘pick ups’. This also 
means that it is very difficult to trace these contacts by the usual methods of 
contact tracing. Even if the sex contact is known the patient is often very 
reluctant to hand on the contact slip. 

The greater proportion of male homosexuals presenting with penile 
disease as the result of active homosexuality, suggests that many passive 
homosexuals, unaware that their anal symptoms are due to venereal disease, 
may ignore them. On the other hand they may attend their general prac- 











HOMOSEXUALITY AND VENEREAL DISEASE 349 


titioner or a surgical or rectal outpatient clinic without mentioning a recent 
homosexual risk, thus making it difficult for the physician or surgeon to 
arrive at the correct diagnosis. In spite of this, some of these patients may 
receive a small amount of therapy with some antibiotic and thus the disease 
may only be suppressed and not cured, particularly if they are suffering 
from early syphilis. 
SUMMARY AND CONCLUSIONS 

(1) Evidence is presented to support the view that the proportion of 

homosexuals attending the clinics with venereal disease is increasing. 


j 

Year Proportion homosexua 

i 
| 


seen at 5.B.H 1954 1.2 per cent 


] 
| 
Cases (including non-venereal disease) 
1959 4.9 per cent 


Cases (excluding non-venereal disease) 
seen at 5.B.H 1954 2.4 per cent 
1989 8.9 per cent 
| 
| Patients (white) seen at S.M.H 1954 10.7 per cent 
1959 21.7 per cent 


} 


| Patients (white) seen at 5.B.H 


Tasie VIII.—Proportion of homosexuals attending three London V.D. clinics 


S.M.H 5.B.H S.T.H. S.B.H. and S.T.H 


54) 959) (1959) 





White Total 745 119 $77 696 
Homosexual 80 (10.7 23 151 


Total 55 27 S 28 


| Coloured 
| Homosexual ° 
| 

146 i gsi 


Homosexual ‘ 23 153 (15.8%) 


Tas_e IX.—Comparison of incidence of homosexuals among new male patients with early 
syphilis or gonorrhcea in 1954 and 1959, based upon figures from three London V.D 
clinics (S.M.H., S.B.H., and 8S.T.H.). (Note that this table gives figures for patients 


not cases.) 


(2) The diagnosis of the passive homosexual with anal infection who 
attends for medical advice will prove most difficult, if his sex activities are 
not known. 

(3) It would appear to be the duty of the health authorities to take steps 
to inform the public that venereal disease is not uncommon following 
homosexual practices, and that those who have run a risk should seek a 
medical opinion. Free and confidential expert advice and treatment (if 
necessary) can be obtained at the venereal disease clinics. 


References 
British Cooperative Clinical Group Gonorrheea Study (1956): Brit. ¥. vener. 
Dis., 32, 21 
Jefferiss, F. J. G. (1956): Lbid., 32, 17 
Ministry of Health (1958): ‘Report on the State of the Public Health for the 


year 1957’, Part II, p. 67 





HYPERKERATOSIS OF THE PALMS 


By H. R. VICKERS, V.R.D., M.D., F.R.C.P. 
Consulting Dermatologist, United Oxford Hospitals 


Tue following query from a reader was recently submitted to me by the 
Editors of The Practitioner :— 


“What is the most likely cause of thickening, with painful fissures, of the palmar 
skin of both hands in a farmer aged 55? The cracks are painful and he is unable to 
straighten the fingers fully because of this. Could you suggest a line of treatment? 
This is one of the 64,o00-dollar questions, and the numerous theories 
of causation and the innumerable forms of therapy for this condition 
indicate our lack of knowledge of this not uncommon disorder. 


DIFFERENTIAL DIAGNOSIS 
Hyperkeratosis of the palms with resulting fissures—which often become 
secondarily infected—may accompany several dermatoses. There is a well- 
recognized congenital variety (tylosis) inherited as a dominant, which first 
appears in childhood and is aggravated by manual work. In this type of 
case, there is invariably a history of similar trouble in the family. 

Of other dermatoses presenting in this way, several must be considered: 
lichen simplex (neurodermatitis), psoriasis, contact dermatitis, fungous 
infection and tertiary syphilis. In my experience, this condition is most 
commonly a manifestation of lichen simplex, and the condition is well 
described by Becker and Obermayer (1940) and by Mary Smith (1942). 
The well-defined irritable lichenified plaques on the palms often give rise to 
painful fissures, probably due to loss of elasticity of the skin. Although 
this is more common in women, the condition does occur in men and, since 
it is aggravated by manual work, it gives rise to a good deal of trouble in 
claims for compensation. In practically all these cases, the eruption is 
associated with emotional stress. 

Psoriasis occasionally appears as hyperkeratotic plaques on the palms; as a 
rule these are not irritable and there is usually evidence of psoriasis else- 
where. 

Contact dermatitis of the palms is uncommon, partly because the thick- 
ness of the horny layer protects the epidermal cells, partly because there are 
not many sensitizers which come into contact only with the palms. I have 
seen examples of this in several occupations. 

A man employed as a carver in a busy restaurant became sensitized to the wood of 


the handles of his carvers; another man became sensitized to the rubber grips of a 
machine, another to the lacquer of the handle of a screw-driver. 


In ‘shot-firers’ in coal mines, this area may be involved by contact with 
explosive powders, and in farmers the handles of machines and tools must 
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be considered. Sensitization to applications used on trivial cuts on the hands 
must not be forgotten. 

Fungous infection may involve the palms in two ways: either as a direct 
infection, in which case examination of scrapings of the skin mounted in 
solution of potassium hydroxide B.P. will show the fungus, or as a so-called 
-ide eruption secondary to fungous infection of the feet. The dermato- 
phytide eruption on the hands consists in the acute stage of small vesicles 
occurring particularly on the palms, the interdigital surfaces of the fingers 
and around the nail-folds. The eruption is due to some allergen produced 
by the presence of active fungous infection of the feet and the lesions on the 
hands do not contain fungus. As the activity subsides, hyperkeratotic 
scaling may be left. 

Tertiary syphilis is a very occasional cause of this trouble and usually 
affects only one side. 

TREATMENT 

Treatment depends upon eliminating the cause if possible. If it is con- 
sidered from the history and the distribution of the hyperkeratotic areas 
on the palms that the patient has become sensitized to something he handles, 
patch testing should be performed; if positive, the causative substance must 
be kept away from the skin in future. In the case of neurodermatitis, it is 
necessary to try and find the sources of underlying stress and to point out 
the association between the stress and the eruption; sedation is often of 
benefit. 

Since the condition, no matter what the cause, will be aggravated by 
contact with such irritants as antiseptic solutions used in cleaning milking 
utensils, various cleansing agents, and the like, local treatment consists in 
protecting the area as much as possible. The application of an occlusive 
bandage, such as ‘coltapaste’ or ‘ichthopaste’, for seven days, and reapplied 
if necessary, is of great help. The cracks will heal, and the skin can then be 
kept well by Lassar’s paste containing 1 per cent. crude coal tar. If the 
cracks persist, this is probably due to secondary infection, and an antiseptic 
cream such as ‘vioform’ will help. If fungus is present, it will almost 
certainly be Trichophyton rubrum, and griseofulvin by mouth, in a dosage 
of 1 gramme daily until the condition is clear, is the best treatment. 

In view of the complexity of the problem, this is the type of case which 
should be referred to an experienced dermatologist whenever possible. 
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INFANT FEEDING — A COMPARISON 
OF HUMAN, EVAPORATED, AND 
DRIED MILK 


By R. McL. TODD, M.D., M.R.C.P., D.C.H. 


Senior Lecturer in @hild Health, University of Liverpool; 
Consultant Pediatrician, Liverpool Maternity Hospital 


EvAPorRATED milk has increased in popularity as a food for babies and the 
advantages of this form of milk have been reviewed by Moss (1957, 1958). 
More recently, a new humanized dried milk—Scientific Milk Adaptation 
(S.M.A.)—has become available. 


SCOPE OF INVESTIGATION 
An investigation was undertaken at the Liverpool Maternity Hospital to 
compare the progress of babies fed on human milk (group A) with those 
fed on an evaporated milk (group B) or on a humanized dried milk (group C). 
Mothers desiring to feed their babies from the breast were encouraged to 
do so, but if artificial feeding was preferred, alternate babies were given 
Full-Cream Regal Evaporated Milk (group B) or S.M.A. (group C). 

Regal Evaporated Milk is prepared from cows’ milk which has been 
tested for sterility, acidity, protein, fat and sugar content, before being 
preheated in a vacuum which results in the removal of 70 per cent. of water. 

Concentrated vitamin D, is then added, the milk is homogenized to break up the 
fat globules, and it is then tested to ensure that it complies with Government 
regulations for butter fat and total solids. ‘The milk is finally sealed in airtight steel 
cans and sterilized in an autoclave. The manufacturers claim that this milk is more 
easily digested than other forms of milk (because heat treatment has altered the 
physical characteristics of the protein, and homogenization has reduced the diameter 
of the fat globules), has reduced allergenic properties, is sterile, keeps indefinitely in 
the sealed tin, is uniform in composition, and has an adequate vitamin D content. 
It costs 1s. 4d. per 16 ounce tin retail, or 1s. 2d. at infant welfare clinics. 

Scientific Milk Adaptation (S.M.A.) is prepared from ‘T.T. milk which has 
been pasteurized and then dried by the spray process. 

It contains fat from animal and vegetable sources, which is identical in physical 
and chemical properties with the fat of human milk. The sugar is in the form of 
lactose and the protein provides ‘essential’ amino-acids in equivalent amounts to 
human milk. Vitamins are added so that adequate amounts of vitamins A, B, C and 
D are present, and it contains iron and other essential minerals. The buffer value is 
low, thus lessening the need for hydrochloric acid and the curd tension is zero, 
making it equal to human milk for digestibility. The cost is 9s. per 16-ounce tin. 

Fhe following standard milk mixtures were used throughout the investiga- 
tion and they provide approximately 20 calories per ounce of liquid milk. 
Human milk was offered in undiluted form; 2 ounces of Regal Evaporated 
Milk were mixed with 4 ounces of water, and 1} teaspoonsful of cane sugar 
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added; 1 measure of S.M.A. dried powder was reconstituted by adding 1 


ounce of water. 
A total fluid uptake of 2} ounces per pound body weight was offered daily 


and additional vitamins (‘abidec’) and iron (ferrous sulphate mixture for 








B (Regal) © (S.M.A.) 


(24 babies (33 babies 


Birth Weight 71 nds < ounces pounds 7 pounds 2 ounces 

Weight 6 pounds 15 ounces 7 pounds 1 ounce 

1 week Head circumfterer 14 inches 13} inches 
Hemoglobin ) per cent 115 per cent 116 per cent 
Plasma proteins 5 per nt S$ g. per cent 4.7 g. per cent 
Weight pound ounces pounds 13 ounces 8 pounds 1 ounce 
Head circumference 14} inches 144 inches 
Haemoglobin 99 per cent 93 per cent 
Plasma proteins S.1 per cent 5.1 g. per cent 5.3 g. per cent 


Weight pounds 12 ounces 10 pounds 3 ounces 10 pounds 10 ounces 
1S} inches 15} inches 

79 per cent 79 per cent 

5.5 g. per cent 5.4 #2. per cent 


Head circumference 


Plasma proteins 


2 pounds 2 ounces 12 pounds 7 ounces 
inches 16 inches 
738 per cent 
5.6 g. per cent 


1 weeks 


14 pounds 14 pounds 4 ounces 
6} wunches 16 inches 

So per cent 

5.5 g. per cent 














in, evaporated, and dried milks 


infants B.N.F.) were given from the fourth week of life to babies in groups 
A and B, but not to those in group C. 

Assessment of the babies was made at birth and at 3, 7, 11 and 15 weeks 
after birth. It was based upon the following criteria: (1) Clinical examina- 
tion; (2) record of infections; (3) body weight; (4) head circumference; 


(5) haemoglobin level; (6) plasma protein level. 


RESULTS 
Routine clinical examination with assessment of developmental progress did 
not reveal any abnormality in any of the babies studied. 
The following infections and other abnormalities developed during the 
15-week period of observation: 
upper respiratory tract infection 
cases of otitis media, 2 styes 


upper respiratory tract infection 


Group A (23 babies) 1 
2 
I 
2 cases of otitis media 
3 


B (24 babies) 


C (33 babies) 


babies became constipated 
babies had attacks of vomiting for which no organic 
cause was found 

1 baby developed infantile eczema 


Changes in body weight, head circumference, haemoglobin level and blood 
proteins are summarized in table I, which records the average figures for the 
three groups. These results show similar changes in babies fed on breast 
milk, Regal or S.M.A. It will be noted that S.M.A. contained sufficient iron 
and vitamins to prevent the development of clinical or hematological evi- 


dence of deficiency disease. 
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DISCUSSION 
Although alternate babies fed artificially were allocated to groups B (Regal) 
and C (S.M.A.), several mothers did not continue with Regal milk after 
leaving hospital, but changed to a dried milk. The main reasons for this 
change were a preference for National Dried Milk (N.D.M.), which had been 





Baby of 8 pounds Baby of 12 pounds Baby of 16 pounds 
requiring 20 ounces of requiring 30 ounces of requiring 40 ounces of 
milk a day milk a day milk a day 


Regal S.M.A. N.D.M. Regal S.M.A. N.D.M Regal S.M.A. N.D.M. 


Baby food per day 8d. 1s. 4d. sd. 25 is.4d. 25. 8d. 10d. 
Fresh milk 1 pint 
per day 4d 4d 8d 


Total cost per day Is 1s. 8d 1s. 1d. 1s. 4d. 











TABLE II.—Relative costs of evaporated and dried milks 


used successfully for previous babies, and the belief that Regal was more 
expensive than N.D.M. The question of cost did not arise with S.M.A. 
which was supplied free of charge for this investigation. 

The cost of N.D.M. was increased to 2s. 4d. a tin in 1957, and since then 
it has been just as cheap to feed a baby of up to 12 pounds in weight on 
Regal or other brands of evaporated milk. This takes account of the 
reduction to 4d. of the price of one pint of liquid cow’s milk daily. Even 
with babies weighing over 12 pounds there is little difference between the 
cost of Regal and N.D.M. (table II). 

There did not appear to be any difference in clinical progress and no 
obvious difference with regard to weight, skull circumference, haemoglobin 
or plasma protein levels between the three groups of babies. Constipation 
and vomiting were encountered in some babies fed on S.M.A. and my 
pediatric colleagues have observed similar symptoms in babies fed on 
S.M.A. The use of this preparation did not prevent the development of 
infantile eczema in one patient. 


CONCLUSIONS 

(1) The progress of 80 babies fed on breast milk, Regal Evaporated Milk or 
Scientific Milk Adaptation (S.M.A.) during the first 15 weeks of life was 
similar when judged by clinical observation, weight gain, changes in head 
circumference, hemoglobin levels and plasma protein levels. 

(2) The cost of Regal milk is similar to that of National Dried Milk, but 
S.M.A. is more expensive. 

(3) Constipation and vomiting may occur in babies fed on S.M.A. 

I wish to thank Dr. Keith Warburton and the nursing staff of the Liverpool 
Maternity Hospital for their invaluable help. I am also grateful to Wilts United 
Dairies (Regal) and John Wyeth and Brother Ltd. (S.M.A.) for their help and 
cooperation. 
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EMOTIONAL STRESS AND 
INFERTILITY 


By BERNARD SANDLER, M.D., D.M.R., D.R.C.O.G. 


Medical Officer in Charge of Infertility Clinic, Manchester Victoria 
Vemorial Fewish Hospital 


THE term ‘stress’ is here taken to mean ‘the internal or resisting force 
brought into being in the human organism by interaction with the environ- 
ment’ (O’Neill, 1958). In stress disorders in general it is the interaction 
between man and his fellow-beings which produces illness; in infertility it 
is the quality of the relationship to the spouse, as well as to the rest of the 
family, which is of great importance. In many disorders this relationship 
may be obvious but with infertility it is often obscure. 


DISTURBANCE OF PERSONALITY 
That infertility may be one such disturbance is still not widely recognized, 
but in many patients even superficial observation will show that it is only 
one manifestation of a total disturbance of her personality. The surgical 
approach to gynecology has brought with it a mechanistic orientation to the 
problem of infertility. But, as Menninger said many years ago, ‘her illness 
represents a psychic conflict sailing under a gynxcological flag’ (Menninger, 
1943). Yet the sequence situation—>stress—>symptoms may stand out so 
clearly as a recurring pattern as to leave no doubt about the linkage, even 
if the physiological mechanism of the disorder is still in doubt. An investi- 
gation of infertility which consists only of a list of lesions and does not 


provide some explanation of why these lesions occur, or why correction of 
the faulty parts does not produce a cure, is incomplete. 


There is much evidence of the causal relationship between stress and 
infertility in the common observation that a ‘cure’ of the disorder, after 
years of sterility, has followed very diverse events which could have had 
no bodily effect on the patient. For example, a patient telephones for an 
appointment and conception occurs before the consultation; or conception 
occuys after a semen analysis, even before the results are known; after,a 
simple vaginal examination; after general reassurance; after putting a 
name down for adoption. Sharman (1952) has reported a series of several 
hundred cases in which conception occurred after the passing of a sound 
into the uterus, or an endometrial biopsy. The only common factor in all 
these antecedent events is relief of tension, which in itself can be a cause 
of tubal spasm, or other ‘block’ in the process of conception. 

Not only is there some evidence that mental tension produces dysfunc- 
tion of the genital apparatus, but my own experience suggests that it can 
indeed produce somatic changes and alterations in the bacterial flora of the 
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genital tract. We already know of the converse picture in pseudocyesis. 
Here the somatic changes, such as breast secretion, gain in weight and other 
endocrine changes, do not result from a conception; they are the conse- 
quences of a particular state of mind. ‘The common pathway in all these 
processes is the autonomic nervous system and its endocrine and visceral 
connexions. The pattern of relationship between stress and infertility may 
be found also in patients with dyspareunia, orgasmal inadequacy, and other 
sexual maladjustments. Failure of these women to attend a psychiatric 
clinic, although they may have tolerated prolonged and uncomfortable 
physical treatment, has also been advanced as evidence of unconscious 
rejection of pregnancy (Peberdy, 1958a, b). Some infertile couples, having 
overcome their stress-provoked habitual abortion or infertility, are so fertile 
that they subsequently require contraception. 

A woman, aged 30, had had two abortions. When she was aborting for the third 
time her husband came to inquire whether an orgasm could possibly cause mis- 
carriage. He then said that in each of the previous pregnancies as well as this one, 
his wife had dreamt that she was experiencing orgasm. She woke with a feeling of 
terror and thereafter felt abdominal pain; each pregnancy had ended in abortion. 
Her sexual life was apparently normal and she did not have dreams of orgasm at 
any other time. There had been no coitus during pregnancy. As she was already 
bleeding she was treated with ethisterone by mouth and long-acting hypnotics, to 
induce deep sleep. The effect of this sedation was tested, because when she either 
forgot to take her pills or ran short of them, she almost always had a dream with 

I . , , 
orgasm. It was necessary to continue with sedation until the day of delivery, which 


was quite normal. 

Bevis (1951) proved that merely to take patients into hospital and do an 
elaborate series of investigations, without any treatment, gave as good 
results as those who believed in hormone therapy. Evidence from several 
sources points to the conclusion that abortion can be a physiological stress 
response to a ‘problem-situation’, and that no matter what type of treatment 
is given, the relationship with the therapist is one of the most important 
factors, and the doctor uses ‘himself as a therapeutic instrument’ (Balint, 
1955). 

ABNORMAL ATTITUDES TO PARENTHOOD 
Study of these patients will often show abnormal attitudes to parenthood, 
confirmed by the frequent failure of artificial insemination, either by donor 
or from husband. Pregnancy, childhood and parenthood are threatening 
states at both conscious and unconscious levels in some women, so that 
there is designed avoidance of conception or inactive acceptance of 
infertility. 

A husband refused to pay the account for his wife as he said she wanted the 
baby but he was not particularly interested, and it was no concern of his if she 
wanted a baby. Complaints about infertility may indicate that beyond conscious 
knowledge and control, there exists a drive to remain sterile. 

A woman, aged 34, had been sterile for ten years, despite numerous curettages 
and other investigations. She was referred to me by an orthopedic surgeon who 
could find no physical cause for the severe pain she had in her hip; he suspected 
some kind of sexual maladjustment. She was the owner of a dancing school, and 
in considerable conflict because the arrival of a child would mean giving up the 
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school and reducing her standard of living. One half-hour’s discussion sufficed to 
give her enough insight into the unconscious rejection of pregnancy, and I made 
her face the decision consciously whether or not to close the school. She decided 
to do so, and conceived the next month without any other treatment. 

A wife, aged 21, shared her home with a medical student brother and always 
consulted him about each failure to achieve successful coitus. The dependence of 
this woman on her brother had to be overcome, and a mature relationship with her 
husband established before full orgasm was achieved; this was followed quickly by 
conception. 

A woman, aged 30, had unconscious resentment towards her husband. She had 
married him on the rebound when her first choice (with whom she had had suc- 


Of 268 consecutive cases, 67 are stress-provoked sterility 25 per cent 
d I 
In 67 cases there were 32 pregnancies 58 per cent 
/ 


In the remaining 201 organic cases there were 64 
pregnancies 32 per cent 


TABLE I.—Incidence of stress-provoked infertility. 


cessful coitus) failed to marry her. This woman never achieved satisfactory orgasm 
with the second partner, who was lacking in finesse, and conception only occurred 
when she had put her name down for adoption 

A woman, aged 29, had been married to a drunkard who was unfaithful while 
she was in hospital bearing his first child. She divorced him and remarried happily 
but could not produce a second child although there was no physical abnormality 
She confessed to me that she was never able to achieve orgasm because ‘ she was 
afraid to let herself go’. The basis of this was fear that the second husband might 
also be unfaithful while she was in hospital for a confinement. 

A woman, aged 26, achieved occasional inadequate orgasm with her extrovert 
husband. She herself was very introspective, suffered from colitis and could not 


No Percentage | 


Impotence 

Tubal spasm 

Sexual maladjustment 
Rejects parenthood 

Hysteria 

Pregnant before investigatior 
Frigidity, vaginismus 

Virgo intacta 

Rejects husband 


— mw = 
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TaBLe II.—Classification of 64 marriages of stress-provoked sterility 
in 205 consecutive marriages 


stand up for herself against a mother-in-law who interfered with her affairs. Each 
unsuccessful argument was followed by an attack of diarrhea. This woman was 
given insight into her problems and helped to stand up for herself. Conception 
occurred without any treatment for her internal organs. 


The recurring pattern ‘situation—»>stress—>symptom’ is so clearly manifest 
in many of these cases that it is not difficult to recognize them as primarily 
problems of personality rather than physical disorders of the genital organs. 
With this in mind, I studied a series of 268 marriages with infertility to find 
out how common the stress factor was. Table I gives a picture of the 
incidence and table II an analysis of the type of case. 
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NEUROPHYSIOLOGY OF INFERTILITY 
Infertility will occur whenever there is a block in the chain of communica- 
tion between the brain and the genitalia but whether it is endocrine or 
neural or both is not known. 


Loeser (1943) has described four women exposed to bombing during the war 
years; this exposure was followed by a sudden onset of amenorrhaea. The endo- 
metrial biopsies of all four were sent to Novak in the United States in order to find 
the day of the cycle at which the endometrial development had been arrested. 
Novak ‘dated’ each one, and his conclusion was found to correspond with the very 
day of the menstrual cycle on which each patient had been exposed to the shock. 


This seems convincing evidence that emotional upsets can produce an 
immediate effect on the endometrium. 

I have observed that the hypogonadal uterus is invariably associated with 
tubal spasm. The administration of cestrogen by mouth or direct into the 
uterus by injection has been shown to promote uterine growth and relief 
of spasm, followed by conception in some cases. On the other hand, I have 
often noted that when, through interviews with a sympathetic physician, 
an immature woman with hypogonadal genitalia has gained insight into her 
problems, and achieved coitus with orgasm, her uterus has grown without 
any other treatment, as confirmed by actual measurement of its length with a 
sound or by salpingography. 

In the past I have reported a high proportion of infertile patients with 
bacterial infection of the cervical mucus (Sandler, 1952, 1953a), whereas a 
similar series of healthy women who came for advice for contraception had 
no pathogens in the cervix. I took the view then that the bacteria alone were 
the cause of the negative post-coital test and of any alterations of the cervical 
mucus. The following case history, however, seems to indicate that this is 
not always so. 

A woman, aged 26, had been referred to me and on investigation was found to 
have E. coli in her cervical mucus. The post-coital test was negative, the mucus 
scanty and dry. There seemed to be clear evidence that this might be the cause 
of her infertility. Owing to a change of address I did not see her again for three 
years when she returned to Manchester, still sterile. Her cervical mucus was now 
clear, culture was negative, and the post-coital test satisfactory, although no treat- 
ment had been undertaken. She admitted upon inquiry that, whereas three years 
previously there had been serious maladjustments both in the sexual and in the 
family sphere, these had now been resolved and she was very much happier. It 
would seem therefore that the organic changes which I had observed were in fact 
the result of somatic defence mechanisms of emotional origin. 


Since then I have seen many women presenting a dry cervix, scanty 
sticky mucus and other evidence of hypogonadism which are the results 
of emotional tension. It is not sufficient merely to record an observed 
organic lesion as being the sole ‘cause’ of the patient’s troubles. To look at 
the cervix and forget the patient is to be in the same position as the man 
who looks at the mouth of a terrified woman, notes that it is excessively dry, 
and then proceeds to prescribe a mouthwash! The irrationality of such 
‘treatment’ is self-evident when the sign is a dry mouth; it is not perhaps 
quite so obvious when a douche is prescribed for the dry cervix of a tense 
patient. Yet in how many clinics is the patient asked if she is happily 
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married, or how often she has an orgasm? In my experience a high propor- 
tion of these women do not have orgasm and hence receive continuous 
sexual stimulation without satisfaction; this leads in turn to chronic pelvic 
congestion—one of the commonest causes of the non-receptivity of cervical 
mucus. Kroger and Freed (1950) have defined infertility of emotional 
origin as ‘cases where there is no demonstrable endocrine dysfunction or 
organic disease’. But this seems to be a ‘diagnosis by exclusion’ and hence 
incomplete. My view is that the disorder may be one of the somatic responses 
in a state of stress; to rely on diagnosis of a physical lesion without asking 
what it means will lead to failure in treatment. Moreover, a complete history 
often reveals that the infertility is only one aspect of emotional disturbance 
in the patient. 


TUBAL SPASM 
Stallworthy (1948) was the first to demonstrate clearly that tubal spasm may 
be emotional in origin, and that the occurrence of organic tubal occlusion, 
when salpingography was undertaken with the patient anesthetized, was 5 
to 10 per cent. more than the rate without anzsthesia. This evidence under 


anesthesia is really not valid because the patient is not unconscious when 
she has intercourse. We need to know in what condition of tonus her tubes 
and uterus are under normal conditions, and therefore I always perform 
salpingography and insufflation without either anesthesia or premedication. 
I often find that the tubes in a patient examined under anzsthesia are 
reported to be patent when, in fact, they may be occluded when she is 
examined without anzsthesia, and vice versa. 

Insufflation of a woman, aged 24, who was very tense and nervous, showed 
apparent occlusion with no peristalsis at 200 mm. of mercury. She was so nervous 
that I tried to distract her attention by making a joke and she immediately burst 
into laughter. As she laughed the needle dropped to 40 mm., gas passed with peri- 
stalsis and she conceived the same month. 

A farmer’s wife, aged 28, sterile for two years, had a slight but definite vaginismus. 
All tests were normal except for severe tubal spasm on insufflation and salpingo- 
graphy. She was treated with ‘merbentyl’ and phenobarbitone and I noted that the 
gas then passed easily through the tubes, with peristalsis, while I was holding her 
in conversation. Immediately I told her that the gas was passing she developed 
intense spasm, the pressure rose to 200 mm. and no further gas passed. She had 
many times postponed her appointment because of alleged difficulties on the farm 
and I felt this to be evidence that this woman unconsciously rejected pregnancy 
because of the trouble she foresaw in running a farm and having a baby. 

I began to treat these women with ganglion-blocking agents in an attempt 
to break the vicious circle of stress and tubal spasm. At first I used dihydro- 
ergotamine (Sandler, 1953b) and later ‘hydergine’. With increasing under- 
standing that these are disorders of the total personality rather than of a 
local organ, I have been using such drugs as ‘merbentyl with phenobarbi- 
tone’ and, more recently, others such as methylpentynol carbamate or 
chlorpromazine. 


IMMATURITY AND INFERTILITY 
Table II shows agreement with the figures of Stone and Ward (1956) and of 
Peberdy (1958a); about a quarter of all women seen at infertility clinics will 
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have stress as the main determinant of the disorder. Confusion has arisen in 
assessing the effects of treatment in infertility in the past, because the doctor 
has not taken into account the patient-doctor relationship and the thera- 
peutic effect of his own personality. | arrived at the conclusion that a woman 
may conceive, not because of any particular physical treatment, but because 
she was emotionally ready to deal with conflicts about conception. The 
questions we should ask ourselves are does she really want to conceive and is 
she mature enough for pregnancy? The idea that the doctor’s attitude really 
matters requires a new approach and indeed poses philosophical questions 


of considerable importance. 

When we examine prospective parents for adoption, their character and 
emotional stability require to be of a high standard, yet these are disregarded 
in many infertility clinics. ‘To list the faulty parts, or describe local lesions 
without looking into the causes of these faults, is not enough and in fact it 
may be dangerous for some women to conceive before they are mature 


enough in personality for pregnancy. 

A woman, aged 27, from a broken home, whose mother’s illness had necessitated 
a leucotomy, was afraid that she might not be able to stand the strain of rearing a 
child and so repeat the pattern of her own family background. A pregnancy was 
in fact obtained. Six months later she had already visited her doctor asking for help 
as she had an impulse to kill her child! 

A teacher, aged 36, married to another teacher, was over-anxious about her 
ability to conceive. She twice achieved conception but aborted. She then decided 
to adopt and the day before a baby should have arrived she found she was pregnant. 
At delivery there was severe dystocia necessitating Caesarean section for inertia 
(a not uncommon complication in this type of case) and nine months later she 
committed suicide. 

Sterility can thus be a defence of the disturbed personality against the 
experience of pregnancy and motherhood. The equality of the sexes, which 
our present-day society fosters, tends to make woman less submissive and 
her ego appears to be stronger; she has aspirations which may indeed 
be in conflict with the function of reproduction. In previous generations, 
the problems of childbearing and the rearing of children were ‘absorbed’ 
by the daughter of the household as she grew up. In our generation, such a 
daughter may find one or at the most two pregnancies occurring in her 
mother on which to base her experience. Hence, conception may be un- 
wanted and may produce conflicts in the woman, especially if she is trained 
for a profession or a job, and the popular image of maternity is less that 
of a simple and natural process to w hich the woman should look forward, 
but instead an alarming experience arousing fear and trepidation. Pressure 
from husband, relatives and friends urges the married woman to con- 
template childbearing as desirable, when indeed the very idea of it may be 
frightening. A useful question is why does a sterile woman want to have a 
child? Some remarkable answers have been forthcoming: to satisfy the 
husband’s demands; to be like other women; to have something of her 
own; somebody to love her; to show her mother how a child should be 
brought up; to patch up a shaky marriage; to gain the affection which her 
own husband does not give her. The uniform tension in the background 
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of these women enables one to make a positive diagnosis not by exclusion 
but on factual evidence. The story so often demonstrates the failure of these 
women to adapt to the demands of a mature interpersonal relationship, not 
only in the sexual sphere but in every aspect of life. 

Dunbar’s (1952) statement that ‘pregnancy cannot be taken as proof of 
cure of infertility’ has some significance. We must beware of forcing these 
patients into a role for which they are unprepared. It is one to which 
insufficient attention has been paid by many of those who have to deal with 
infertility. 

CONCLUSION 

Stress as a pathogenic agent would appear to be of increasing importance 
in civilizations such as ours, where the emancipation of woman and her 
attainment of equality with man are producing strains in her personal and 
married life which other generations have not met. In those countries, such 
as Ireland, where the position of women outside the large towns is still 
that of England in Edwardian times, infertility as a stress phenomenon is 
not of the same proportions as in this country. Nevertheless, the tendency 
is increasing and we can expect still further increases in this country where 
we live in what Koestler has called the ‘age of anxiety’. 


SUMMARY 

A definition of stress 1s given and the application of this concept in infertility 
is outlined. The relationship between stress and infertility is described. 

The proportion of cases of infertility of emotional origin is given in an 

analysis of 268 consecutive marriages seen in an Infertility Clinic. About one- 


quarter of all cases seen have stress which can maintain the infertility even 


when the genital lesions have been successfully treated. A plea is made for a 
new approach. 

Infertility may be one of the signs of emotional disturbance. ‘Therapy is 
directed to the relief of tension. 

An analysis of the incidence of such cases and a table of the types of 
emotional stress found are given. 
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COMMON AILMENTS AND EDUCATIONAL ATTAINMENT 


By F. E. JAMES, M.B., B.S., D.C.H. 
Chipping Norton, Oxfordshire 


THE majority of pediatric illnesses seen by the general practitioner are in 
children between 3 and 7 years, for it is in this period that they are most 
prone to, and react most violently to, upper respiratory tract infections 
Fry, 1955). It is also in this age-group that the infectious diseases of child- 

Y> 1955 
hood are most common. 

Mothers of young children of school age often experience anxiety as to 
whether absences from school interfere with the child’s educational attain- 
ment and it would seem that there is some evidence to justify their worries. 
Burt (1946) found that irregular attendance was directly responsible for 
backwardness in 11 per cent. of backward children. Irregular attendance 
was defined as less than 80 per cent. attendance. Rawlings (1937), after an 
investigation among the children of Bradford, reported :— 

‘It is during the infants’ school years that the largest consecutive periods of iliness 

usually occur, that is to say these absences occur just when the child should normally 
be covering the groundwork of the fundamental subjects—reading and numbers. 
If such absence occurs individual help from the teacher is necessary to make up the 
parts missed quickly and without undue strain. A child of nervous temperament or 
poor ability may become hopelessly confused’. 
Sandon (1938) investigated the comparative effects of one long absence and 
many short absences on the education of children at a secondary modern 
school and concluded that many short absences were the more relevant 
factor in relation to educational attainment. 


THE DULL CHILD 
Teachers with whom this problem was discussed said the bright or average 
child was not educationally handicapped by frequent absences in early 
school years, but the dull child was often so handicapped. 
Examination of past school registers appeared to substantiate this im- 
pression. 


G.S. only averaged 86 per cent. attendance over the last two years at an infants’ 
school and left with a reading quotient (Schonell) of only 85 per cent. During the 
first two years at a junior school her attendance improved to 97 per cent. and her 
reading quotient went up to 97 per cent. 

A.K.’s attendance was only 85 per cent. at the infants’ school and on leaving he 
had a reading quotient of 83.5 per cent., but after two years at the junior school, 
when his attendance averaged 98 per cent., his reading quotient reached 96 per cent. 

R.B., however, was judged to be a backward child by all teachers. His attendance 
at an infants’ school over the last two years averaged 87 per cent. and he had a 
reading quotient of 78 per cent. After two years at a junior school, with an average 
attendance of 95 per cent., his reading quotient had dropped to 70 per cent. 
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The difficulties the backward child experiences in making up lost ground 
are multiple, but in part they are due to lack of interest and loss of 
self-esteem. 

DIABETES MELLITUS 
In children of normal intelligence lack of educational progress may be due 
to a chronic state of ill health and thorough physical examination should 
not be omitted. 


Judith W., aged 12 years, was seen originally with the complaint that for six months 
she had seemed strange and preoccupied; the mother was convinced that the child 
had something on her mind. At school she failed to concentrate, did not make 
progress and would awake at night and cry for no apparent reason. Unfortunately 
the diagnosis was missed until six weeks later when she again presented on account 
of abdominal pain and loss of weight. Sugar and ketones were found in the urine 
and a diagnosis of diabetes mellitus confirmed. When the diabetes was stabilized 
all behaviour disturbances ceased and good educational progress was made. 


ENURESIS 
There are other problems such as enuresis which present to the practitioner 
and may be related to the child’s social life at school or his educational 
attainment. With the enuretic child difficulties in adjustment at home and 
at school should be carefully considered before the use of conditioning 
methods such as the buzzer. The following case history illustrates this. 


Stephen P., aged 9 years, has one younger sister and working-class parents. He 
had a normal delivery and early infancy, and was dry by day when 20 months of 
age. The father is a labourer in a local factory; the mother appears simple from 
her mode of speech, but she manages the household affairs reasonably well and is 
affectionate towards the children. 

When he was 2 years of age he had measles and this was followed by whooping- 
cough and during the coughing paroxysms he would become cyanosed and develop 
a panic state. Following this illness there was no neurological evidence of brain 
damage but he became a changed child, being shy, withdrawn and nervous, and 
he reverted to wetting by day. Temper tantrums were severe and persisted until 
6 years of age. There was also jealousy towards the younger sister. 

He started school, for which he had a great dislike, just before he was 5 years 
of age; he did not play with other children, who bullied him and once locked him 
in the lavatory. He was often incontinent during school hours. Such was still the 
position when he entered the junior school; his teacher realized the situation and 
explained to the rest of the class, in the absence of Stephen, the dangers of per- 
secuting one member of the community and gave good conduct marks to boys who 
did anything to help another member of the class. To Stephen she explained the 
necessity of frequent toilet visits and often went with him between classes. After 
school he was given special tuition by his teacher. During the second six months 
in this class his reading age increased from 5.8 to 8.6 years and he became continent 
by both day and night; he also became much more self-confident in his manner 
during class and with the other boys. 


STAMMERING 


Stammering is a condition for which medical advice is often sought. This is 
usually connected with nervous and emotional difficulties and a helpful and 
sympathetic attitude towards the child at school is essential. Speaking and 
reading aloud in class should be minimal until his self-confidence is 
established. Children who stammer are often bright children but in a few 
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cases (Schonell [1948] puts the incidence at 5 per cent.) the condition may 
affect a child’s reading ability. 

J.C. was one of this small group. He stammered and was retarded until 11 years 
of age. When his stammering ceased, his educational attainment considerably 
improved 


CONCLUSION 


Thus, there is a complex interplay between educational attainment, common 
physical ailments and conditions such as enuresis, stammering and behaviour 
disturbances. Every effort should be made to ensure that absences of the 
backward child are minimal and special tuition should be given to him after 
school. In cases of enuresis, stammering and behaviour disorders, coopera- 
tion and discussion between parents, teacher and doctor are essential. 


References 


Burt, C. (1946): “The Backward Child’, London, p. 111. 

Fry, J. (1955): M.D. Thesis, University of London. 

Rawlings, G. (1937): Report for the Bradford Education Committee. 
Sandon, F. (1938): Brit. ¥. educat. Psychol., 8, 173. 

Schonell, F. (1948): ‘Backwardness in the Basic Subjects’, London, p. 183. 


FURAZOLIDONE 
A Clinical Trial in the Treatment of Diarrhoea 


By S. S. ROWELL, M.B., B.S. 
London, S.E.3 

E. SKLAR, M.R.C-.S., L.R.C.P. 
London, N.W.10 


AND L. J. STOLL, M.R.C.S., L.R.C.P. 
London, N.W.1 


THERE are many satisfactory and potent preparations available for the treat- 
ment of gastroenteritis. It is not desirable, however, to treat every case 
which presents with antibiotics, effective though they are, because of the 
high cost of such treatment and the possible disadvantages of producing 
resistance in patients with relatively minor complaints. Sulphonamides are 
effective, but the number of tablets to be taken is often considered a dis- 
advantage by the patient and the possibility of allergic and toxic responses 
must always be considered. When a new preparation becomes available for 
clinical trial with the suggested advantages that side-effects are negligible 
and that the dosage does not involve more than four administrations in the 
twenty-four hours, such a drug deserves a clinical trial, particularly in 
general practice. 
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PHARMACOLOGY 
Furazolidone (‘furoxone’) is a member of a class of synthetic organic 
chemicals with marked bactericidal potency. These are the nitrofurans 
which have been systematically investigated for their clinical usefulness 
for over twenty years. Furazolidone is N—(5-nitro-2-furfurylidene)-3- 
amino-2-oxazolidone and the chemical structure is as follows :— 


It is closely related to nitrofurantoin which is already generally used for the 


treatment of urinary-tract infections. 

Since 1952 furazolidone has been used in veterinary medicine, but only 
recently has it been tried in clinical medicine. Yurchenco and his colleagues 
(1953) and Rogers and his colleagues (1956) have shown it to be an effective 
bactericidal agent against the usual enteric pathogens including species of 
salmonella, shigella, EF. coli, Aerobacter aerogenes, Alcaligenes faecalis and 
Streptococcus aureus. Proteus and streptococcus species are apparently 
almost always inhibited. De Leon (1957) claimed that she achieved an 
83 per cent. success in a group of 30 children suffering from acute bacterial 
diarrhoea with the use of furazolidone and that the drug was extremely well 
tolerated, no toxic or allergic side-effects being observed. As there are very 
few published reports available on its use in gastroenteritis, it was decided 
to give it a clinical trial in general practice for acute diarrhoea. The results 
discussed below are the pooled results in three separate practices in London. 


SCOPE OF INVESTIGATION 

Furazolidone was available in two forms: as tablets and as a liquid prepara- 
tion. Adult patients were given 100 mg. four times in the twenty-four hours; 
children of 5 years and older received 50 mg. four times in the twenty-four 
hours; and children under 5 years received the liquid form in four divided 
doses over twenty-four hours on a dosage level of 2.5 mg. per pound of 
body weight (5.5 mg. per kg.). It was suggested that the average case would 
require two to five days of treatment and that if there was no response after 
six days other methods of treatment were to be instituted. It had been 
reported that furazolidone could be prescribed in doses of 200 mg. to 1000 mg. 
a day for periods up to twenty-one weeks without signs of toxicity. It was 
thus possible to increase the dose at discretion, but in this trial dosage was 
limited as described. The tablets and the liquid contained the active drug 
only and no other antibacterial or anti-diarrheea substance was included. 

The series consisted of 56 patients. Whenever possible, a specimen of the 
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stool was obtained for bacteriological examination before treatment was 
started, but in some cases this was not possible. In general practice it is 
also very difficult to obtain specimens once the patient has recovered, but 
in some instances this was done as a follow-up. Special record cards were 
available and completed for each patient. Over a period of five days the 
number of stools per day was noted and comments made on nausea, vomit- 





Average no. of stools | Clinical cure 
Pathology of stools No. of | Average no | 
| 


patients ist day 4th day of days 


— lla sonnei 


Salmonella newport 

Salmonella typhimurium 

Negative report 40 

Not examined 4 | | 





ll 56 1.4 | 3.6 





Tasie I1.—Summary of results in 56 cases of acute diarrhoea treated with furazolidone. 


ing, diarrhoea, abdominal pain or tenderness, abdominal discomfort, dis- 
tension, flatulence, appearance of the tongue, thirst and appetite. A careful 
inquiry into any side-effects was also made. The side-effects of furazolidone 
have been described as nausea, vomiting and headache; these, of course, 
are rather difficult to assess as they are normally part of the syndrome of 
gastroenteritis. 
RESULTS 

Table I shows the results of therapy in the patients treated. Most of the 
patients were treated at home and a certain number were ambulant and at 
work. Normal conditions were restored in almost all within five days. 

Side-effects—No side-effects attributable to taking furazolidone were 
noted. Some patients complained of nausea, vomiting and headache, but 
as all these symptoms cleared up rapidly within a day or so, they were most 
probably due to the gastroenteritis for which the patients presented for 
treatment. Several patients commented that the urine was coloured orange 
within a few hours of taking the first two tablets. This, of course, is due to 
the presence of furazolidone in the urine, which gives this characteristic 
colour and is of no consequence. 


DISCUSSION 

As is often the case in diarrhaea, abnormal pathogens were found in only a 
minority of patients. In only 10 patients did bacteriological examination of 
the stool reveal the presence of pathogenic organisms. In only six patients 
was it possible to obtain a follow-up specimen of stool for examination, and 
in each of them the pathogen had disappeared. 

The clinical symptoms rapidly cleared in most patients within two days 
of treatment; several discontinued treatment as soon as they felt better. It 
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is always difficult to assess the value of an antibacterial agent in enteritis 
because, even without drug treatment, many patients are cured within four 
to five days. Nevertheless, it is our clinical impression that in a considerable 
number of the successful cases furazolidone was responsible for terminating 
the attacks. 

There is no doubt in our minds that furazolidone is a useful drug for 
the treatment of acute diarrhceas and deserves further trial. 


SUMMARY 
(1) A new anti-diarrheea drug, furazolidone (‘furoxone’) has been assessed 
in 56 patients in general practice. 
(2) It is suggested that furazolidone is a potent preparation for the treat- 
ment of enteritis and is worthy of further trial. 


We wish to thank the pathologists who have performed the bacteriological tests. 
One of us (E.S.) would particularly like to thank Dr. Joan Edwards and Dr. D. P. 
Woodroof, of the Public Health Laboratory, Neasden Hospital, for their assistance. 


We are indebted to Messrs. Smith Kline and French Laboratories Ltd. for the 
supply of ‘furoxone’ tablets and liquid. 
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PERIPHERAL VASCULAR DISEASE IN GENERAL PRACTICE 
Some Experiences with Meso-inositol-hexanicotinate 


By RODERICK R. HAMILTON, M.B., Cu.B. 
Hawick, Roxburghshire 


Tuis report deals with my experiences in general practice of treating 
peripheral vascular disease with a new vasodilator, ‘hexopal’. This com- 
pound, meso-inositol-hexanicotinate, was first used as a vasodilator by 
Lindqvist (1958) in Sweden. 

Nicotinic acid has been widely used as a vasodilator—Gourlay (1948), for 
example, successfully treated chilblains with nicotinic acid in a dosage of 
50 mg. thrice daily—but it produces flushing as a side-effect. Because of 
this, nicotinamide has been tried. With it, the unpleasant flushing was 
abolished but no peripheral vasodilatation occurred; consequently it has 
been suggested that the beneficial effect of nicotinic acid may be due to 
the production of flushing. ‘Hexopal’ does not produce flushing, and at first 
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sight its action appears paradoxical. ‘The explanation may be that, since the 
inositol portion of the ‘hexopal’ molecule is pharmacologically inert, the 
action results from the slow release of nicotinic acid, and this release, 
though sufficient to produce vasodilatation, is too slow to produce flushing. 


RESULTS OF PRESENT INVESTIGATION 

During the winter of 1958-59, ‘hexopal’ was given to 24 patients with 
peripheral vascular disease. The results are summarized in table I. 

‘Hexopal’ was observed to be consistently satisfactory in the treatment of 
uncomplicated chilblains, no side-effects were noted, and the drug was well 
tolerated by three children. The only failure suffered from chilblains 
secondary to a Raynaud’s phenomenon, and this patient had previously 
failed to respond to tolazoline and phenoxybenzamine. Three further cases 
of Raynaud’s phenomenon also failed to respond—but this may have been 
due to under-dosage. The patients with ‘cold hands and feet’, ‘night cramps’, 
and ‘intermittent claudication’ also showed a very doubtful response, and 


Results 


No 
Improved | improve- 


Diagnos! cases Average dosage Symptom 
ment 


free 


Chilblains 11 4 tablets a day 
| Raynaud’s 
phenomenon } tablets a day 
Cold hands and 
feet tablets a day ~ 
Night cramps 2 2 tablets at night ° 
Intermittent 
claudication 3 4 tablets a day 
Gangrene of toes 8 tablets a day 


2 
° 


TABLE I1.—Results obtained with ‘hexopal’ in 24 patients with peripheral vascular disease 


in no case was there sufficient evidence of improvement to warrant continued 
treatment. ‘The case of gangrene is of interest, in that a dosage of eight 
tablets, continued for six weeks, was not associated with side-effects. 

Chilblains are generally considered to be a common condition, but only 
11 cases reported to the surgery, out of 3,800 at risk. The small number 
may be due to the high standard of living in the area, and the fact that the 
average case is mild and does not warrant a visit to the doctor: instead, 
advice is sought first from the chemist, who may see ten times as many 
‘patients’ as the doctor. The patients who do report, however, are usually 
the more severe cases and thus a good test of therapy. 


SUMMARY 
‘Hexopal’ proved consistently satisfactory in the treatment of uncomplicated 
chilblains, but in the dosage given failed to improve the more chronic 
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conditions of Raynaud’s phenomenon, ‘cold hands and feet’, ‘night cramps’, 
and ‘intermittent claudication’. No side-effects were noted. 
I wish to thank Bayer Products Ltd. for the supplies of ‘hexopal’. 
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FURTHER EXPERIENCES IN THE TREATMENT OF 
VARICOSE ULCERS 


By PERCY G. HARRIS, M.D. 
Belfast 


GRAVITATIONAL, or varicose, ulcers of the leg are found most commonly in 


persons 40 to 60 years old, but they can be seen considerably earlier, being 


most common in parous women. ‘They seem to appear more often on the 
left side, although bilateral ulcers are by no means rare. When ulceration 
develops as a sequel of venous thrombosis, it does not follow closely upon 
the acute stage, but may appear anything up to thirty years later. Obesity 
probably plays a predisposing part as the mean weight of ulcer patients 
seems higher than average. 


THE THERAPEUTIC PROBLEM 

The very multiplicity of powders, lotions, ointments and tablets which 
from time to time have been advocated for the treatment of varicose ulcers, 
suggests that in certain instances they heal in spite of, rather than because of, 
local medication. The granulating surface is in itself an effective anti- 
bacterial barrier but inevitably such a surface will be contaminated and 
there will be a small amount of sero-purulent discharge. It may become 
definitely infected, in which case the discharge will become frankly purulent, 
the granulations will be destroyed almost as rapidly as they are formed and 
the ulcer may also be enlarged due to the destruction of the surrounding 
epithelium. Organization of the body’s defences at the site of infection 
requires an adequate supply of good quality blood and attention must be 
directed to this by correcting anemia and by supporting the incompetent 
veins. Furthermore, any measure which improves the blood supply to the 
affected part is likely to promote healing. 


rHE REGIME OF TREATMENT 
No topical treatment used alone will produce healing of an ulcer unless 
the patient rests in bed; thus for ambulant treatment, the incompetent 
veins must be adequately supported throughout their length. The essen- 
tial feature of the treatment programme is therefore to apply a ‘viscopaste’ 
or similar type of bandage from the base of the toes to the tibial tubercle, 
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using a firm, even pressure. If this is done efficiently it will control the 
venous leaks back into the tissues as the patient walks about, so that the 
blood supply to the ulcer is improved and cedema rapidly disappears. 
Using this technique a varicose ulcer can be completely at rest with the 
patient moving about. It is well known that the prolonged period of rest in 
bed often regarded as essential for the healing of ulcers is not economically 
practicable, nor will the majority of patients submit to it. In the present 
method, activity forms an essential part of the cure, since by walking about 
the patient is able to reduce venous stagnation even more. Long periods 
of standing are, of course, contraindicated and patients are advised to 
elevate the leg when sitting. 

In my experience this method produces good and consistent healing. 
Various methods including vasodilators may be used to shorten the healing 
time but, unless control of the condition is maintained, recurrence of 
ulceration is probable. After successful treatment, all patients should 
be advised to wear a thigh-length elastic stocking, putting it on in the 
morning before getting out of bed and taking it off at night on retiring. ‘The 
‘two-way stretch’ variety is recommended for women and the ‘single 
stretch’ for men. In certain cases, when either the patient is younger or 
there is recurrence of ulceration in spite of control by a stocking, the patient 
is referred to a surgeon for ligature of the offending veins, but in all cases the 
ulcer should be treated first before the question of surgery is considered. 


THE PRESENT INQUIRY 

Various methods have been employed to reduce the time taken for varicose 
ulcers to heal and in a previous report (Harris, 1959) I described a controlled 
trial of corticosteroids in this condition and demonstrated that healing was 
markedly accelerated by their use. In view of certain contraindications, 
however, some would feel reluctant to use steroid hormones as a routine 
except in more resistant cases. I therefore decided to investigate the value 
of the peripheral vasodilator, 1-(4-oxyphenyl)-1-oxy-2-n-butylamino- 
ethane sulphate (‘vasculit’) which has been reported to give good results 
(Gutschmidt, 1953). Its dilating action affects not only arterioles to the 
skin as is often the case with such substances, but those to deeper tissues as 
well, whilst its peripheral action is combined with a concurrent increase in 
cardiac output, thus preventing the drop in blood pressure so often associ- 
ated with the use of vasodilators. Side-effects, even in elderly patients, have 
been reported only very rarely. 

Fifteen patients were treated with ‘vasculit’, two tablets (i.e. 25 mg.) 
every four hours, in addition to the régime already described. These were 
all females and their ages ranged from 40 to 63 years (average 56). A control 
series was compiled from the records of healed cases, selecting 15 cases, 
to match with the treated series in terms of age, sex and type of ulcer. With 
one exception these also were all females, their ages ranging from 41 to 63 
years (average 55). 
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The average time taken for healing in the series treated with ‘vasculit’ 
was 5.5 weeks (range 4 to 7), compared with 8.9 weeks (range 3 to 15); a 
difference of 3.4 weeks in favour of the ‘vasculit’-treated cases. No side- 


effects were encountered. 


SUMMARY 
Reliable healing of varicose ulcers can be achieved on a régime involving 
full activity for the patient, provided proper bandaging is applied to the leg. 
‘Vasculit’, used in full dosage, is a useful adjunct to such treatment 
since its vasodilating action improves the blood supply to the ulcer bed. 
A comparative trial of ‘vasculit’ in 15 cases of varicose ulcer is described, 
demonstrating its influence on the healing time. 
My thanks are due to Dr. L. B. Hunt, of Pfizer Ltd., for supplies of ‘vasculit’ 
used in this trial. 
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THE TREATMENT OF VARICOSE ULCERS 


By W. SIMPSON, M.B., Cu.B. 
Southgate, London, N.14 


WHEN I took over my present practice in 1947, I had about a dozen middle- 
aged and elderly women with varicose ulcers. They were mostly of long- 
standing—up to 20 years. The ulcers were being treated by the patients 
themselves at home or else they were attending a hospital outpatient 
department. In the course of a few weeks or months the ulcers were all 
healed. The shortest time was four weeks, the longest three months. Since 
that time I have treated scores of ulcers—invariably with complete success. 
Last year I also healed a gun-shot wound below the knee of 42 years’ 
standing in five weeks. 


HOW IT IS DONE 

The treatment consists, essentially, of firm binding of the limb from the 
base of the toes, including the heel, to just below the knee. The dressing 
is not disturbed for fourteen days and the patient is fully ambulant. If the 
discharge comes through the dressing and/or is foul-smelling, as it often is, 
the patient is instructed to cover up the limb with a fresh 3-inch (7.5 cm.) 
white open wove bandage, but the original dressing is not disturbed. ‘The 
only justification for removing the dressing before fourteen days is if it 
hurts. This occasionally happens as a result of the reduction in swelling of 
the limb causing the dressing to slip down and constrict the ankle. 

My present procedure is to cover the ulcer area with sterilized paraffin 
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gauze dressing B.P.C. | then bind the limb firmly from the base of the 
toes to just below the knee with ‘ichthopaste’ bandage (34 inches [9 cm.]). 
On top of that I put either a 3-inch (7.5 cm.) white open wove bandage or 
else a 3-inch (7.5 cm.) ‘elastoplast’ bandage. The dressing is renewed once a 
fortnight until the ulcer is completely healed. The patient is then advised to 
wear thigh-length elastic stockings. 


‘ORASECRON’ AND PREGNANCY 


By MARY BEW, L.R.C.P. & S.I. 
Belfast 


My experience of ‘orasecron’ as a pregnancy diagnosis test is in full agree- 
ment with that reported recently in ‘General Practitioners’ Forum’ (Hogg, 
1959). 
A PREGNANCY DIAGNOSIS TEST 

The recommended dosage for this purpose is five tablets of ‘orasecron’, each 
containing 10 mg. of ethisterorie and 0.05 mg. of ethinylestradiol, daily 
on two successive days. Following this, withdrawal bleeding occurs, usually 
within ten days, in the non-pregnant woman, but there is no bleeding from 
the gravid uterus. 

In a series of 16 patients seen between May 8 and July 6, 1959, I found 
this pregnancy diagnosis test to be 100 per cent. accurate, and in no instance 
was there any reason to suspect that it had interfered with the course of 
pregnancy in those women who were pregnant. I have found the test par- 


ticularly useful as an aid to diagnosis when pregnancy is possible in an 


unmarried girl. In most cases, the bleeding occurs within a week to ten days, 
but there was one case in which this did not occur until the twelfth day. 


CASE RECORD 
Mrs. A., aged 36, had been married for four years but had no children. Menstrua- 
tion occurred every eight weeks. She had received hormone treatment with poor 
results. When she came to see me in June she had had no period since February: 
i.e. for four months. She had been feeling off colour for the past few weeks, 
particularly in the mornings. She also complained of discomfort in the breasts 
and frequency, but did not refer to the possibility of pregnancy. 

She was a thin anxious individual. The breasts were active and the vulva was 
bluish, but the uterus was not enlarged. I thought that she might be pregnant and 
therefore gave her ‘orasecron’: 5 tablets a day for two days. She came to see me 
at the end of eight days and said that there had been no bleeding. Because of the 
lack of uterine enlargement I referred her to hospital. Four days later she was seen 
by my locum, when she was complaining of ‘staining’, and she was treated as a 
suspected case of threatened abortion. Subsequently a Hogben test was carried 
out at hospital, and this proved to be negative 


PREGNANCY FOLLOWING SECONDARY AMENORRHEA 
The treatment of secondary amenorrheea with hormones to produce with- 
drawal bleeding at appropriate intervals is well established. The association 
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of infertility with secondary amenorrheea is not so well documented and it 


is in this connexion that the following case is of interest. 


CASE RECORD 


The patient was a childless woman of 33 years, married for eleven years, who was 
anxious to have a child. She first attended my surgery in February 1957, when 
she gave a history of one or two slight spottings per year but no frank menstruation. 
In 1950 she had been given a course of thyroid and stilba@strol and during that 
year had had two very slight spottings. During the year before her first attendance 
at my surgery she had one very slight spotting which occurred more than a year 
after the previous one 

On examination she was rather obese and had hair distribution which tended 
towards the male type. Her general condition was healthy and the pelvic organs 
showed no abnormality 

It was decided to start treatment with ethisterone, 25 mg. daily, and ethinyl- 
cestradiol, 0.05 mg. thrice daily, in order to establish a bleeding. The following 
month she had a very slight bleeding only, no frank loss. Fourteen days afterwards 
I prescribed ‘orasecron’ tablets (ethisterone, 10 mg.; ethinyleestradiol, 0.05 mg.), 
one daily for the second half of the cycle. Exactly four weeks after the previous 
bleeding she had a reasonably normal period for the first time in her life. The 
régime of one ‘orasecron’ tablet daily for the last fourteen days of the cycle was 
continued, together with a small daily dose of tri-iodothyronine. Twenty-eight 
days after the previous bleeding, the patient had a further three-day loss. In all, 
she had three such losses and then, while still on the same treatment, had no loss 
Apparently as the result of the treatment failure, she was depressed, feeling off- 
colour and sick, wanting to stop the treatment and even talking of making arrange- 
ments for adoption. In the end, however, she agreed to a further month’s treatment, 
but again there was no loss 

On further examination at this stage, the breasts were seen to be active, and a 
urinary gonadotrophin test was done with a positive result. ‘Orasecron’ was 
therefore stopped, but the tri-iodothyronine was continued for a further month. 
It is considered significant that ‘orasecron’, although efficient in producing with- 
drawal bleeding, failed to do so in the presence of pregnancy and obviously did 
not interfere with the pregnancy in any way 

The antenatal period was uneventful except for a slight rise in blood pressure 
in the later stages. There was no albuminuria. It was calculated that the baby was 
due about the first of June and the patient was admitted to hospital on May 14 
at thirty-eight weeks. On May 22, in view of her past history, her age and the rise 
in blood pressure, it was proposed to perform an artificial rupture of the mem- 
branes, but she went into labour that day. After a labour of only two hours ten 
minutes, she had a spontaneous delivery of a live male child weighing 6 pounds 
9g ounces. ‘The puerperium was uneventful 


The baby was breast fed and now, one vear later, is perfectly normal and healthy 


SUMMARY 
(1) Further evidence is provided, indicating the value of ‘orasecron’ (10 
mg. of ethisterone and 0.05 mg. of ethinyleestradiol) as a pregnancy diagnosis 
test. 
(2) A case of infertility associated with secondary amenorrheea is reported, 
in which the administration of ‘orasecron’ was followed by pregnancy. 
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January 20, 1960 


Dr. Lawrence Dulake (Reigate, Surrey).—Healthy people resent illness, 
particularly if it necessitates strict confinement to bed. Surrender of the will 
is implied, with reversal of all the normal privacies, and control by others of 
all the bodily functions, personal cleanliness, feeding, position and even 
sleep. It is strange how complacently the medical and nursing professions 
have accepted such a humiliating state of affairs as an essential part of 
treatment. Further, sitting up in bed is an unnatural position; bed rest in 
itself causes atrophy of muscle, increased susceptibility to infection, reten- 
tion of urine, constipation or distension of the bowel, thrombophlebitis and 
embolism, psychological disturbance, osteoporosis, disturbed nitrogen 
balance, and hypostasis of the lungs. 

Since the War, early ambulation, which should start on the day following 
operation, has replaced cunfinement to bed in most surgical and many major 
medical illnesses, and in obstetrics, as an ingredient in active treatment. 


IN GENERAL PRACTICE 

In domiciliary practice, patients themselves show a greater willingness to 
get up. This is partly due to the economic advantage of early return to work. 
It could be extended in major illness treated at home if the general prac- 
titioner had ancillary aids in greater supply, such as diagnostic facilities, 
consultant help aimed at retaining the patient at home, more district nurses, 
home helps, and mobile physiotherapy units. The last can be of particular 
value in management of the aged, and in pulmonary disease. 

The sitting posture has been shown to reduce the load on the heart by 
23 per cent. compared with the recumbent position. Rupture of the heart 
following coronary infarction is rare after three weeks. The patient with 
rheumatic carditis can become ambulant more quickly on conclusion of 
chair nursing. The effect of early ambulation in coronary infarction is less 
clear but, as assessment of the degree of infarction becomes more accurate 
the trend is towards early ambulation in suitable cases. Study of the litera- 
ture, however, suggests caution in this respect. 

IN HOSPITAL 
In hospital the major changes in management are most conspicuous in the 
field of surgery. Only a few years ago all patients undergoing major ab- 
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dominal operations were confined to bed for at least three weeks. Even the 
patient with uncomplicated appendicitis was confined to bed for fourteen 
days. Fear of the ‘burst abdomen’ lay behind a great deal of this, and it is 
strange that surgeons took so long to notice the absence of granulation 
tissue and fibrous tissue formation in these cases as a clinical entity. Vitamin 
C deficiency and the place in the healing process of certain amino-acids are 
factors in a clinical entity which can be foreseen. 

Hernioplasty is one of the last routine surgical procedures to come into 
the policy of early ambulation. In 1952, Palumbo and Paul published a 
study in which 642 inguinal hernioplasties, treated on the same principles 
by a group of surgeons, were divided into three groups according to the 
time they were kept in bed: fourteen days, seven days, and ambulant on the 
first day. This revealed a complication rate three times higher in the pro- 
longed bed-rest cases than in the early ambulant cases, a saving of 1,600 
hospital days by early ambulation, and a lower mortality. A subsequent 
study (Palumbo et al., 1953) of 2,955 major surgical procedures covering a 
wide range, from pneumonectomy and all the major abdominal procedures 
down to simple appendicectomy, revealed comparable figures. 

The effect of early ambulation on hospital ward management has resulted 
in numerous patients no longer lying helplessly but tidily in bed; instead 
they are walking about, sitting at table for meals, dressed uncomfortably in 
pyjamas and dressing gowns, and getting in the way. This state of affairs is 
a challenge to hospital architects, regional hospital boards and the nursing 
profession. Day rooms furnished as comfortable lounges, with chairs, tables, 
cafeteria systems, and accessibility to physiotherapy, occupational and re- 
habilitation facilities are needed. The problem is one in which desirable 
additions to the hospital service will now require alteration of design, 
routine and staffing. 

Many patients can safely go home early and need no convalescent or 
rehabilitation facilities. ‘The general practitioner is perfectly capable of 
removing or supervising the removal of stitches and carrying out minor 
residual dressings, if he and the district nurses were provided with a small 
sterile dressing drum service. This would prove less costly than hospital 
accommodation. As a corollary he should come into the picture at an early 
stage, see the more important part of many more operations, see his patient 
in the ward, and have a clear picture of his patient and how he has fared. 
Closer contact of the general practitioner with the surgical department, time 
to perform this duty and his early assumption of responsibility, imply a 
rational correction of the economics of general practice, at present in the 
melting pot. Incidentally, there is no useful purpose in the endless follow-up 
of surgical cases in outpatients. They are rarely seen by the consultant. 

The obstetric case, on her legs on the first day, and fit for discharge home 
on the third to fifth day if she has been delivered in hospital, presents a 
further problem. With the improved training and steady increase in the 
number of able general-practitioner obstetricians, the present concept of 
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simple procedures, suitable for a midwife, at home, complex midwifery in 
hospital, with little or no collaboration between the two, is obsolete. The 
requirement is for an obstetric consultant, organizing and running a large 
team of general-practitioner obstetricians, inside and outside the area 
hospital, supported by midwives, who are also interchangeable. The waste, 
incoordination, frustration and inadequacy of the present division should 
end. Early ambulation of the patient, who is the raison d’ étre of any plan, may 
be the key which will open the door held closed by present outmoded 
thought. Hospital beds could be saved, cross-infection reduced and profes- 
sional enthusiasm raised by an end to disintegration in the medical and 
nursing service. 
THE ELDERLY 

Geriatric patients die if kept in bed. This is particularly so after locomotory 
injuries. Hip-pinning and the prosthesis for fractures of the femoral neck 
render such people ambulant at an early date. Similarly, major abdominal 
procedures in the aged demand ambulation at the earliest possible moment, 
followed by early discharge home. Relations are often uncooperative, but 
the general practitioner may be able to handle this. He has a further task 
when the patient arrives home, in correcting the solicitous sympathy of 
even cooperative relations who delight to put their aged relative to bed 
again, thereby vitiating all the effort to restore life and reasonable comfort 
for the old patient’s remaining years. 
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Mr. B. N. Brooke (lniversity of Birmingham).— The term, early ambulation, 
is relative to the practices of the immediate past and to the operative injury 
sustained. ‘Twenty years ago, as now, there were no rules in this respect but 
there was some correlation between the period of recumbency and the 
magnitude of the operation. The point at which a patient can get up depends 
upon certain intrinsic factors, such as the initial disease, the severity of the 
operation, the amount of pre- and post-operative medication and the 
anzsthetic required. ‘There is one element which we tend to forget, and 
that is the degree of incapacity due to drugs. Although the modern anzs- 
thetist tends to bring the patient round on the operating table, the anas- 
thetic drugs cause a ‘hang over’ for some time after consciousness is re- 
gained. Many patients may be completely incapacitated by their disorder 
and it may be impossible for them to attempt to stand, let alone walk, for a 
week or more following operation. The intrinsic factor of the disorder pre- 
cludes ambulation until the phase of physiological recovery. 


THE PHASES OF CONVALESCENCE 
There are four phases of convalescence: injury, the turning point, restora- 
tion of strength and the fat gain phase. In the injury phase, muscle wasting 
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occurs, due to the hormonal effects of trauma. These factors indicate the 
physiological background of the patient's disinclination to arise and walk 
and, when pre-existing malnutrition is present, this phase may be con- 
siderably prolonged. The turning point is indicated by the patient’s return 
of interest, as evidenced by the application of lipstick by women and the 
desire to shave by men. The principle of early ambulation has now been 
accepted by the vast majority of clinicians and the problem is to decide the 
optimum moment for this in each case. 

A definitive treatment hospital is most efficiently used by means of a 
rapid turnover. Although this may savour of the inhuman approach it is far 
more inhuman to keep many individuals waiting to enter hospital. Long 
waiting-lists are commonly a reflection upon organization. In 1951, I had 
60 hernia cases on my waiting-list, with a waiting time just short of two 
years. By reserving one bed for hernia cases, operating on two cases per 
week and discharging to a convalescent hospital on the third to fourth day, 
it was possible to eliminate the waiting-list in six months. 

As there are too few convalescent hospitals available, there is an oppor- 
tunity for a proper liaison with the general practitioner. When I used to do 
the St. Mark’s operation, following which healing takes three to four weeks, 
it was possible to arrange for early return to home by enlisting the aid of the 
district nursing service and the patient’s own doctor. This made me realize 
that early return home, with the benefit of early ambulation, could always 
be arranged by cooperation with the patient’s own doctor. The doctor, too, 
can say whether the home circumstances are adequate, when this informa- 
tion might not be obtained from the patient or his relations. 

The advantages of early discharge are: more efficient use of hospitals, 
reduction of waiting-lists, reduction of risk to the patient such as infection, 
and the psychological effect on the patient. Difficulties arise from the pos- 
sibility of postoperative complications, difficult home circumstances and 
difficulty in maintaining contact with the general practitioner. With good 
cooperation, however, it is always possible to take the patient back to 
hospital at the first sign of such complications as femoral thrombosis or a 
pulmonary infection. 

The implications of early ambulation within the hospital are that in 
future our wards must be regarded more as living rooms than bedrooms. 
Ambulatory patients can look after themselves at meal times and so help 
the problem of nursing shortage. Medicine will not advance unless the 
position of our nurses as ward technicians is fully recognized by doctors 
and matrons alike. 





CHIROPRACTIC 


By NORMAN CAPENER, F.R.C.S. 
Orthopedic Surgeon, Princess Elizabeth Orthopedic Hospital, Exeter 


CHIROPRACTIC is another cult which like osteopathy came from the United 
States of America. Its ideas and practice appear to be little different from 
those of osteopathy, which was reviewed in The Practitioner (1959, 182, 
198) by Sir Walter Mercer. 

The term chiropractic was introduced in 1895 by D. D. Palmer, but he 
did not claim to have originated the methods which he said were rooted in 
antiquity. Essentially his system was the adjustment of the spinal column 
in order to remove nerve interference. Palmer claimed to be the first to 
replace displaced vertebra by ‘using the spinous and transverse processes 
as levers to rack subluxated vertebre into normal position and from this 
basic fact to create a science which is destined to revolutionize the theory 
and practice of the healing art’. Palmer and his early followers were men 
of little training, their ideas of pathology were primitive and their methods 
quite empirical and led to claims that vertebral adjustment would cure all 
diseases. 

PRINCIPLES OF CHIROPRACTIC 
‘Twenty years after Palmer’s introduction of chiropractic, a laudable attempt 
to systematize the subject was made in the publication of ‘Principles and 
Practice of Chiropractic’ by A. L. Forster, M.D., D.C., Ph.C., M.A., Head 


of the National College of Chiropractic, Chicago. The last edition of this 
work which I have been able to consult was published in 1923. In it Forster 
gives a very elementary outline of the normal anatomy and physiology of 
the spine and of the nervous system. A great deal of emphasis is given to 
the autonomic nerves, their association with the spinal nerves and their 
segmental distribution to the viscera. According to Forster there are five 
principles in chiropractic: 


(a) The vertebra may become subluxated 

(b) Vertebral subluxation induces impingement of the contents of the intervertebral 
foramen. 

(c) The irritability of the corresponding segment of the spinal cord, and its spinal 
and autonomic nerves, is reduced and conduction impaired. 

(d) Certain parts of the organism are thus deprived of innervation in whole or in 
part and become functionally or organically diseased or predisposed to disease. 

(e) Adjustment of the subluxation removes the impingement of the structures in 
the intervertebral foramen, thereby restoring to diseased parts their full quota of 
innervation and rehabilitating them functionally and organically. 

“The Principles of Chiropractic’, he said, ‘holds that nature is striving towards 
recovery and that anything which will assist her effort in that direction should be 
employed. Since it is plain that natural processes are dependent upon the amount 
of nerve force which a part receives, restoration of the innervation of a part to it 
will assist nature in her effort to rehabilitate such diseased part. This assistance 
plus the natural adaptiveness represents the real modus operandi of all curative 
processes that occur within the organization. Vertebral subluxations are the primary 
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predisposing and indirect factors in the production of mary diseases, in which case 
they have pre-existed, and have been themselves previously produced by some 
external influence. They are the result of long continued reflex spasm. They are, 
secondly, the cause of the continuance of a disease having been reflexly caused by 
the disease itself’. 

Forster’s book gives details of careful clinical examination which, of 
course, always led to the demonstration of the particular subluxations which 


are to be expected. There are some very good descriptions of the holds used 


for the purposes of spinal adjustments. There is a clinical section describing 
a large number of diseases, giving elementary diagnosis and quite primitive 
general treatment which always is associated with the appropriate adjust- 
ment. The need to refer certain types of condition to a surgeon is recognized, 
as well as the danger of spinal adjustment in Pott’s disease. It is interesting 
to note that ‘for a detailed description of the various diseases of the joints 
the reader is referred to textbooks on surgery. It may, however, be men- 
tioned in this connexion that vertebral adjustment is often extremely 
successful in the treatment of various joint affections and should in all 
cases be used’. 
CHIROPRACTIC TODAY 

It is not fair in the 1960's to criticize the superficialities and inaccuracies 
of Forster’s work published forty years previously. It was a sincere, if mis- 
guided, rationalization of a theory upon which was based an empirical 
practice. What therefore is the position today? For this we must rely upon 
the publications of the British Chiropractors Association and its members. 
The following are some extracts from ‘Chiropractic Explained’. 

‘Chiropractic is based on the scientifically established fact that the nervous 
system plays a dominant part in the maintenance of health’. 

‘Investigation has shown conclusively that mechanical pressure or irritation of 
a nerve causes inflammation, wasting or disease in the part served by that nerve’. 

‘By a careful examination of the spine and frequently assisted by x-rays, the 
chiropractor, with his specialized training, finds the joint and nerve trouble area’. 

‘Because the nervous system controls the whole body, the scope of spinal adjust- 
ment is wider than may be thought, so that it is hard to name particular ailments. 
However, as examples of some of the conditions which usually respond well to this 
treatment one could mention headaches, including migraine; backaches, including 
lumbago; also sciatica (often referred to as “slipped disc’’); fibrositis, neuritis and 
the moderate stages of arthritis; some forms of asthma and catarrh; indigestion; 
insomnia, also unexplained general debility, including that in children so often 
associated with backwardness’ 

CHIROPRACTIC CURRICULUM 

According to the same publication ‘the present requirement of study is four 
years at a chiropractic college. The course includes anatomy, physiology, 
chemistry, bacteriology, pathology, diagnosis and x-ray analysis, in addition 
to a specialized study of body mechanics, the spine and the nervous system. 
There are as yet no training colleges outside the United States of America 
and Canada’. One of the purposes of the British Chiropractic Association, 
we are told, is ‘to maintain a register of qualified chiropractors, the names 
of which can be obtained from the Association’ (which is said to be 
registered). 
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CHIROPRACTIC THERAPY 

From the Association or one of its members it is possible to obtain pam- 
phlets dealing with such things as asthma, headaches and ‘slipped discs’. 

Asthma,—After a lengthy statement that in this condition the bronchial 
tubes are reduced in size by contraction of its circular muscle fibres it tells 
us ‘the only thing that can cause an excessive contraction of these muscles 
or a lack of contraction in them, is an improper supply of vital energy 
through the nerves’. The solution is that: 


‘by comprehensive training and practical experience the chiropractor is thoroughly 
trained in locating the point of pressure in the spine that interferes with this normal 
transmission of mental impulse supply, and by this training he is enabled to render 
that chiropractic health service that will adjust the spine at the location of the 
interference, so that normal transmission is restored. He knows where the nerves 
supplying certain organs, including the bronchial tubes, make their exit from the 
spinal column. He is especially trained to know what part of the spine is involved, 
and after having formed his conclusions, he seeks to restore the condition to 
normal’. 


The sufferer is asked to ‘be fair’ for the asthma has probably existed 
for a long time. 


‘If so, the vertebral subluxation creating pressure on nerves has probably existed 
for many years, and a reasonable time is required to restore normal transmission 
of the nerve force between the brain and the affected organs of the body’. With 
each adjustment ‘a certain amount of good is accomplished. Each day an accumula- 
tive value is produced. Above all, the patient must bear in mind that it is unfair 
to himself and unjust to his attending chiropractor, to try adjustments for only a 
few days with the expectation of his showing any marked improvement in that 
time. Several months are sometimes required’. 


Headaches.—In this pamphlet headache is described as a dis-ease. Many 
conditions inside and outside the skull are described including the headaches 
which are due to visceral disease and neurasthenia. 


In a particular case mentioned, after considering ‘the possibility that headache may 
be the result of any one of seventy odd dis-eases we finally reach a definite conclu- 
sion that the individual has nephritis. In this we must seek not to eliminate the 
nephritis, not to drive out something which is supposed to be existent in the body, 
but to so regulate conditions that the kidneys may function normally and be in 
perfect coordination. We do not drive out dis-eases because a dis-ease is a name 
used to express the absence of normality in a given structure. We can only bring 
health as we admit light, or as we can gather knowledge; and thus the apparent 
dis-ease becomes no more a substantial reality but a vague remembrance of a 
condition where health did not exist. The chiropractor is better fitted to bring 
about those conditions which are productive to health, than any profession striving 
to accomplish the end of driving out something which is not present’. 

There is a great deal more along similar lines, and in the concluding 
remarks it is stated that 
‘the old methods of eliminating the symptoms without thought or care as to the 
conditions which are producing those symptoms is the rankest kind of folly. Where 
an honest effort is made to locate the dis-ease which is productive of the headache, 
the possibilities of the correct diagnosis are, to say the least, uncertain. Further, 
if a correct diagnosis is made and the old methods of treating the dis-ease are 
employed, success is not within the range of possibility. On the other hand, when 
a chiropractor adjusts the spine and corrects the vertebral subluxation, the carrying 
capacity of the nerves must be one hundred per cent and the functioning of the 
organs of the body all must be normal’. 
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The italics in these quotations are mine and are used to draw attention 
to the equivocation dis-ease. 

Slipped discs.—Here we have a pamphlet with a named author who is 
Donald H. Bennett, D.C.—presumably Doctor of Chiropractic. This 
pamphlet includes much of the same sort of jargon already quoted; fortu- 
nately in abbreviated form. We are told that ‘chiropractic is a healing science 
that is concerned with the removal, by hand only, of interference to the 
flow of vital energy over the nerves, due to a slight displacement in the 
spine’. Chiropractors, we are told, ‘have found that the large majority of 
cases that have been medically diagnosed as having slipped discs, have, in 
fact, only got one or more slightly misplaced vertebre’. The conclusion, of 
course, is that chiropractic care is the swiftest and most effective way of 
removing these unpleasant symptoms. 

Allowing for the fact that these pamphlets have been produced for the 
purpose of advancing relations with the lay public, it is nevertheless clear 
that in the last forty years chiropractic has not, like osteopathy, made any 
attempt to become more orthodox. In fact, it has not budged from the 
views expressed by Forster in the work first referred to above. Forster did 
appear honestly to try to rescue chiropractic from the empiricism of the 
past and to put it upon a substantial basis. The modern chiropractor would 
seem to be less than honest, if he has been scientifically trained, in not 
separating the organic from the functional or psychosomatic disorders of 
the human body. He might even have restricted his attention to the true 
functional derangements of the spinal column and have applied the manipu- 
lative techniques so well described by Forster. He might even have accepted 
that his therapeutic methods were merely yet one more physical method 
of reinforcing psychological suggestion in the treatment of the borderline 
problems of functional and organic disorder. In this way he could only 
honestly have become a physiotherapist. 


CULTS—ORTHODOX AND UNORTHODOX 
In believing that chiropractic like osteopathy is a cult, or at best a thera- 
peutic technique, based upon an unproved theory, we recognize that it is 
applied to all the problems of medicine in a manner that is totally un- 
reasonable. Unreasonable because the wide scope of application and the 
evidence in its support are contrary to all available knowledge. If we agree 
with this view of chiropractic and osteopathy, we must in all honesty look 
at medicine itself; for there have been, and may still be, cults which are 
scarcely more respectable. ‘The claims of focal sepsis as a cause of most 
human ills and the consequent concentration upon dental extraction or 
wide excisions of the colon or the exhibition of multivalent vaccines or the 
purifications of the colon by various forms of lavage—all these theories and 
practices applied uncritically have in the past had an esoteric character 
little different in essentials from these other cults. Even the treatment of 
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acknowledged faults of human posture has not been free of cult-like 
attributes. 

The difficulty in medical science is to distinguish cause and effect. Even 
though we know the etiological influence of the tubercle bacillus we have 
not always been able to discover why some people suffer from the disease 
and other people in the same environment do not. That human constitution 
and character, when sound, are important factors in protecting health is 
true; yet even this fundamental truth has itself been the basis of another 
cult—Christian Science—admirable as it may be in some respects. In the 
realms of the mind all sorts of cults have arisen and must include Couéism, 
and the wearing of red flannel pantaloons for rheumatism. The giving of a 
bottle of medicine, the purchase of a patent drug, can be manifestations 
of a cult. All cults contain germs of truth and much pseudo-science and 
are built upon basic human needs. The first is the authority of mystery: 
an authority which in the Dark Ages killed the Galenic principles of 
inquiry and experiment by converting Galen’s writings into an infallible 
source of knowledge. The second is the influence of magic. The authorita- 
tive unravelment of mystery and the use of magic are contained in the work 
of most of us, however orthodox and scientifically based this work may be. 
After all, what are showmanship, personality, dress, consulting room 
furniture, geographic position and official appointments? Are they not all 
sometimes means by which the authority and magic are carried through? 

In chiropractic and osteopathy we have therapeutic cults founded upon 
unsound doctrines of cause and effect with no evidence of scientific character 
in support of them. Both cults have the underlying truth that derangements 
of function in the locomotor apparatus are common, particularly in the axial 
skeletal tissues, and that peripheral referred symptoms may result from 
such derangements. Both apply manipulative techniques, principally to the 
vertebral column, for disorders which are functional or psychosomatic, and 
which have manifestations for the most part elsewhere than in the spine. 
Manipulative treatment of the spine plays an important part in the practice 
of orthopedics and physical medicine: it should be more widely under- 
stood by general practitioners. It must be applied carefully, with or with- 
out anesthetic, after thorough investigation and proper diagnosis and it 
must be associated with procedures for the rehabilitation of muscular control 
and joint mobility and for the reconstitution of general physical welfare 
and morale. 

EPILOGUE 

In this article we have dealt with chiropractic. If in medicine we are 
critical of this and similar cults it is because we are also critical of our- 
selves. Good medical practice involves good recording of work done, careful 
and critical study of results and a willingness to move forward and change 
if older methods are found to be at fault. In scientific medicine we realize 
that what was true yesterday can be as false today as today’s knowledge 
may be fallacious tomorrow. 
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CXLVII.—GRISEOFULVIN 


By DAVID I. WILLIAMS, F.R.C.P 
Physician to the Skin Department, King’s College Hospital 


‘TREATMENT of the superficial fungus infections of the skin for many years 
has been based on misguided optimism rather than on realism. For the 
fungi which cause ringworm in man are really saprophytes; they live in 
keratin, surviving and multiplying by digesting their host. If they penetrate 
too deeply they meet the lethal barrier of living epidermal cells; if they 
grow downwards slower than the keratin is being shed, they are cast off. 
Their survival therefore depends upon their ability to grow outwards and 
downwards at the same rate as keratin is being formed. Some of them take 
the suicidal course of exciting an inflammatory reaction which throws them 
off or disturbs the production of the keratin on which they live. For this 
reason the inflammatory types of ringworm, so familiar to the cowman, 
have never been a treatment problem. On the other hand, fungi, such as 
Trichophyton rubrum, exciting the least reaction in their host have been 
an impossible problem. In the same way scalp infections, except for the 
inflammatory kerion, and nail infections have been difficult to cure. The 
very number of fungicides, adequate enough in vitro, is enough to con- 
demn them. The best that can be said of most of them is that at least they 
did no harm. Those that seem to work do so largely by the inflammatory 
or keratolytic effects they produce. It is not possible to get fungicides into 
uninflamed keratin: so that until such time as this difficulty is overcome 
local applications must always fail regularly to cure fungus infections. 

Walter Wilson (1955) in an often quoted paragraph had this to say: 

‘A perfect fungicide . . . should be absolutely non-toxic to human beings . . 
and active against all pathogenic fungi wherever they might be, in concentrations 
easily attained and maintained by oral or parenteral administration . . . The ideal 
antifungal even for the superficial mycoses would seem to be one which could 
be safely administered internally in amounts sufficient to endow the cells eventually 
destined to produce keratin with power to resist fungi completely, this power 
persisting as they become keratinized and the drug thus exerting its effect from 
within outwards’. 

Griseofulvin seems to fulfil these demands so far as the dermatophytes 
are concerned. 

HISTORY 

In 1946, Brian and his collegues obtained an antibiotic from Penicillium 
janczewskit, known at first as ‘curling factor’. This was found to cause 
curious changes in the hyphe of Botrytis allii. A year later, Grove and 
McGowan (1947) showed that ‘curling factor’ was the same as griseofulvin, 
a substance which had been isolated from Penicillium griseofuloum Dierckx 


March 1960. Vol. 184 (383) 








384 THE PRACTITIONER 


as long ago as 1939 by Oxford, Raistrick and Simonart in the days when 
antibiotics were scarcely heard of. At least five other penicillia have been 
reported as producing griseofulvin. It was first studied for possible uses in 
the agricultural field where it has been found extremely effective but hardly 
economical except for certain infections of greenhouse lettuce. Soon its 
activity in vitro was demonstrated against dermatophytes. As a local applica- 
tion it was found no better or worse than many of the other fungicides. 
Gentles was at this time seeking some answer to the problem of fungus 
infections in coal miners and it occurred to him that griseofulvin, by then 
shown to be relatively non-toxic, might be effective if given by mouth. In 
1958 he published his report showing that griseofulvin given orally in quite 
small doses could control experimental Microsporum canis and Tricho- 
phyton mentagrophytes infections in guinea-pigs. Shortly afterwards, Lauder 
and O'Sullivan (1958) proved how good griseofulvin was in Trichophyton 
verrucosum disease of cattle. Much work on the toxicity of the drug made 
it safe to try it in man, and trials were begun in various centres in the 
autumn of 1958 and the first report of its clinical use was published in 
December of that year (Williams et al., 1958). 


CHEMISTRY 
Griseofulvin is a colourless, neutral substance, only sparingly soluble in 
water. It is stable to heat and also in water. Grove and his colleagues (1951) 
have reported the following chemical structure (fig. 1). 


7-Chloro-4: 6: 2’-trimethoxy-6’-methylgris-2’-en-3 : 4’dione 


Fic. 1.—The chemical structure of griseofulvin. 


PHARMACOLOGY 
Bedford and his colleagues (1959), using a spectrofluorometric method of 
assay, have shown that griseofulvin is absorbed from the duodenum, 
jejunum and ileum, stomach and rectum, in that order; no absorption occurs 
from the colon. Simple, passive diffusion is not the mechanism since a 
process of limitation of absorption seems to take place. Incubation with 
rat tissue slices showed that griseofulvin is rapidly destroyed by the liver 
but is not affected by kidney, spleen or lungs. Peak blood levels occur in 
rats, rabbits and man four hours after a single oral dose: the half-life during 
the decay period is six to eight hours in rats and man. Whilst griseofulvin 
has been detected in all tissues it has not been found in the bile or cerebro- 
spinal fluid of anaesthetized cats dosed intra-duodenally. There is some 
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concentration of the drug in the skin, muscle and fat. Muggleton (1960) 
has shown that griseofulvin is excreted in sweat from between the toes. 


Its precise mode of action in the skin is not known. It probably gets 
into the cells destined to produce keratin and by a fungistatic effect prevents 
fungi from penetrating the keratin. An increasing wave of griseofulvin 
relentlessly advances across the epidermis towards the outer world so that 
there is less and less space for the fungi to inhabit with impunity until in 
the end they are cast off completely. Cure, therefore, must depend upon 
the rate of shedding of keratin, whether it be the keratin of skin, nails or hair. 
Gentles and his colleagues (1959) have shown the presence of griseofulvin 
in the hair of animals. It is suggested that since half of the drug can be 
washed out of hair by cold water it seems likely that it is present as a 
deposit and not chemically bound to the keratin. 


TOXICOLOGY 


Clinical experience of the last eighteen months during which hundreds of 
thousands of patients have been treated, many for over a year, has shown 
griseofulvin happily to be very free of toxic reactions. In the laboratory it 
has a very low toxicity for animals. Mice have survived a single, oral dose 
of 50 g. per kg. body weight and rats 10 g. per kg. body weight. Sharpe and 
Tomich (1960) carried out chronic oral toxicity tests on rats and guinea-pigs. 
After fifteen and a half months of griseofulvin rats showed no histological 
abnormalities nor did the guinea-pigs after twelve months. There was 


initially some understandable anxiety because Paget and Walpole (1958) 
published a report showing that griseofulvin had a cytotoxic effect, par- 
ticularly on the bone marrow, seminal epithelium and, to a lesser degree, 
on the intestinal epithelium. But they gave doses as high as 2 g. per kg. 
body weight intraperitoneally for four days to rats and 400 mg. per kg. 
body weight in a single intravenous dose. 


In human beings the commonly used dose is well below 25 mg. per kg. 
body weight, and is given by mouth. At a meeting in October 1959 held 
to discuss griseofulvin, MacLeod reported that in 22 normal individuals 
taking 2 g. daily over a period of approximately six months there were no 
effects on spermatogenesis or upon semen quality. Testicular biopsies in 
eight men after three months’ treatment showed no change. At the same 
meeting Livingood reported no demonstrable toxic effects in the liver, 
hzmopoietic system or kidney when the drug had been given to 63 patients 
in a dose of 1 g. a day for periods of from one to seven months, whilst 
Kirk reported that griseofulvin was apparently not toxic in 200 children 
treated with various dose schedules for ringworm of the scalp. Certainly 
no serious blood disorder has yet been described although some workers 
feel that there may be slight but temporary depression of the segmented 
cells in the peripheral blood early in treatment. 
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ANTIFUNGAL ACTIVITY 
Experiments in vitro early showed that griseofulvin in very low concentra- 
tions was active against the fungi which cause ringworm in man, whether 
of the scalp, skin or nails. 

The list of such fungi is a long one: Epidermophyton floccosum, Microsporum 
audouini, Microsporum canis, Microsporum gypseum, Trichophyton concentricum, 
Trichophyton mentagrophytes, Trichophyton persicolor, Trichophyton rubrum, Tricho- 
phyton schenleini, Trichophyton sulphureum, Trichophyton tonsurans, Trichophyton 
verrucosum, Trichophyton violaceum. 


There is no evidence that it is effective clinically or in vitro against any 
other organism, whether fungal or not. Particularly it should be noted that 
it will not cure infections due to Candida albicans: indeed, it has been 
suggested that such infections may be flared up. The Aspergilli and certain 
of the Nocardia are slightly sensitive to griseofulvin: in vivo, however, the 
effect is insignificant. The systemic mycoses are untouched: these include 
blastomycosis, histoplasmosis, cryptococcosis and _ coccidioidomycosis. 
Whilst it is possible to make some fungi resistant to griseofulvin, although 
only to a slight degree, such resistant fungi are as sensitive to griseofulvin 
in the infected animal as non-resistant fungi (Aytoun et al., 1959; Robinson, 
1959; Rosenthal, 1959). It may be added here that no effect has been 
reported on skin diseases other than those due to fungus infections. 


SIDE-EFFECTS 

After only eighteen months it is still early and difficult to decide how many 
of the side-effects mentioned by various authors are due to the drug and 
how many to the imagination or to coincidence. It is too tempting for 
patients to blame their every ill on the drug, for no other reason than that 
they are taking it; only too often the doctor accepts the theory. There is no 
doubt that headaches happen, usually early in treatment and often sub- 
siding although the drug is continued: the larger the dose the greater the 
frequency of this effect. Rarely has treatment had to be omitted because of 
headaches. A few cases are known of looseness of the bowels sufficient to 
necessitate stopping the drug. As with most drugs, eruptions and fever can 
develop. The rash is mostly a toxic erythema of the scarlatiniform type but 
urticaria is also reported. Thirst, frequency of micturition and gastric dis- 
comfort are occasional symptoms of minor and not continuing importance. 
Some patients find that griseofulvin potentiates the effects of alcohol and, 
very rarely, some lack of coordination—apart from alcohol—has been noted, 
in, for instance, an air force pilot. Whether routine blood counts should 
be done is still debated: in my view there is no need for this as a routine 
investigation. There are other drugs with potential effects on the bone 
marrow, such as tolbutamide, and diabetics on this drug are not subjected 
to regular blood counts. It is far more important to have blood examinations 
if the patient has some evidence of a blood dyscrasia such as a sore throat. 
There is no cross-sensitivity with penicillin. 
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It must be emphasized that, except perhaps for the early headaches, 
side-effects are quite rare in patients receiving griseofulvin. No serious 
trouble has yet been reported. 


CLINICAL USE 
The indications for the use of griseofulvin are becoming clearer. It does 
not follow that, because it is effective, it is necessarily the right treatment. 
It is still an expensive drug, although cheap compared with the tetra- 
cycline group; and certain types of infection will respond as quickly to 
local applications 
RINGWORM OF THE SCALP 

Ihere is no doubt at all that its arrival has completely changed the treat- 
ment of ringworm of the scalp; here is its most important indication. The 
days of x-ray epilation with all its dangers are over. All fungi which may 
infect the scalp are sensitive to griseofulvin, including Trichophyton schen- 
leini, the cause of favus. The dose of griseofyvin best suited to each type 
of infection and each site is not settled. Theoretically one dose should pro- 
duce a barrier of the drug sufficient to drive out fungi from hair, skin or 
nails but this theory does not allow for the possibility of reinfection below 
the barrier. In our present state of knowledge it is probably wise to con- 
tinue treatment until cure is apparent. The most commonly used scheme of 
dosage for all infections and for all ages is one gramme a day. It is known 
that this will produce a satisfactory result in most cases. On the other hand, 
it may well be found that treatment at longer intervals will be quite as 
effective. The common small-spore infections produce a vivid fluorescence 
of the hairs, seen by examination under Wood’s light. The first obvious 


effect of griseofulvin is a change in this fluorescence which becomes dull 


and tinged with green. In about three weeks it can be seen that the 
fluorescing parts of the hairs are now separated from the scalp by normal 
hair growing from below. At this time the infected area can be shaved or 
clipped, thus removing ali the fungus except that which may be in scales 
or dropped elsewhere on the scalp. 

It is wise to insist on other antifungal measures: daily application of a 
fungicide such as Whitfield’s ointment and a daily shampoo. These 
measures, together with the old-fashioned cotton cap, will help to prevent 
reinfection. Obviously if the hairs are not cut infection will persist in the 
distal parts of them until they break off, the hair falls off or the fungus dies. 
It should be possible to cure ringworm of the scalp in four weeks. To be 
certain that the apparent cure is real it is proper practice to examine the 
scalp for at least three weeks afterwards. Reinfection from hats and caps 
is not prevented because the patient has taken griseofulvin. 


RINGWORM OF THE SKIN 
Ringworm of the skin as commonly seen has not been a problem of treat- 
ment. In country districts it is mostly inflammatory and therefore self- 





388 THE PRACTITIONER 


limiting. Whilst griseofulvin will cure these cases, local treatment will do 
so as well although not so elegantly. On the other hand, infections by 
Trichophyton rubrum, by Trichophyton scheenleini or by Trichophyton con- 
centricum, hopeless to treat locally, can be readily cured by griseofulvin, 
1 g. daily for three to four weeks. The speed of cure depends upon the rate 
of shedding of the keratin, and fungus can readily be recovered from the 
lesions right up to the time that the last piece of scale is shed. Tinea cruris 
responds in the same way and in about the same time. 

Fungus infections of the palms and soles present in two ways: either as 
the familiar blistery eruption, the blisters struggling to form a ring but 
usually failing, or as a diffuse scaling and hyperkeratosis. This second 
pattern has been almost impossible to cure with ointments or lotions. Both 
types respond to griseofulvin: 1 g. daily for a month in the blistery type 
and for about ten weeks in the other. It takes a long time for the con- 
siderable hyperkeratosis to be shed, but most of these patients are taking 
the drug for a nail infection which is almost inevitably also present. Cases 
are being seen in which after apparent cure of the hyperkeratotic soles, and 
while the patient is still taking griseofulvin for the nail infection, there 
has been clinical and laboratory relapse or reinfection. This is difficult to 
understand since the Trichophyton rubrum concerned have shown no sig- 
nificant resistance in vitro. Williams (1959) suggested that the possibility 
should be considered that sweat might even wash out griseofulvin from the 
keratin, although this sounds a little naive. Patients under treatment for 
ringworm anywhere on the feet are well advised not to wear nylon or 
terylene socks or stockings. 

The essential in the treatment of maceration of the skin between the toes 
is to be sure of the cause. Candida albicans, bacteria, minor trauma, lack of 
cleanliness, excess sweat, all play their part. Even if the diagnosis of a fungus 
infection is properly made, however, griseofulvin seems at the moment to 
be quite impotent in curing it, whatever the organism. It remains to be 
seen whether larger doses than a gramme a day, or combinations of the 
drug with local treatment, will suffice. This curious failure of griseofulvin 
is not understood. Excess sweat washing out the drug, its breakdown by 
other organisms or some curiosity of the cleft keratin are possibilities which 
need investigation. There is thus no place for oral griseofulvin by itself in 
the treatment of fungus infections between the toes. 


RINGWORM OF THE NAILS 
Finally the nails: it seems possible to cure most cases of finger-nail infec- 
tion with griseofulvin alone, although it takes about six months to do so— 
the growth time of a finger nail. One gramme daily will achieve cure. 
Occasionally odd nails have been seen cured after six months after as little 
as a week’s treatment at the beginning. Such a result cannot be expected 
regularly because of lateral reinfection of the nail-bed behind the barrier 
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of griseofulvin. Nevertheless, time may show that griseofulvin once or twice 
a week will suffice if given over six months. The results of treating toe-nails 
have not been good. Toe-nails which continue to look rotten rarely worry 
patients, especially if they are in a state of euphoria about finger-nails 
cured after years of embarrassment; but they may well matter from the 
point of view of reinfection. The immediate answer to the difficulty is the 
barbaric business of avulsing the nails, combined with griseofulvin by 
mouth. The new nails not only seem to grow much faster than the old but 
perhaps take up griseofulvin more readily. 


SUMMARY 

Griseofulvin is a startling advance in the treatment of the superficial fungus 
infections of the skin. 

It is indicated for infections of the scalp, infections of the skin which do 
not or will not respond to local treatment, and infections of the nails. 

No serious toxic effects have yet been described: transient headache is 
the commonest minor effect. 

The usual dose is one gramme daily until cure is achieved. 

The failures are not understood; they may arise from lack of knowledge 
of how best to handle griseofulvin. Clinical experience is still young. 


References 

Aytoun, R. S. C., Campbell, A. H., Napier, E. J., and Seiler, D. A. L. (1960): 
‘International Symposium on Griseofulvin’, Miami, October 1959. In the press. 

Bedford, C., Child, K. J., Tomich, E. G., Busfield, D., MacGregor, I., and 
Sutherland, P. (1959): bid. 

Brian, P. W., Curtis, P. J., and Hemming, H. J. (1946): Trans. Brit. mycol. Soc., 
29, 173- 

Gentles, J. C. (1958), Nature (Lond.), 182, 476. 

—, Barnes, M. J., and Fantes, K. H. (1959): Jbid., 183, 256. 

Grove, J. F., Ismay, D., Macmillan, J., Mulholland, T. P. C., and Rogers, M. A. T 
(1951): Chem. and Ind., 11, 219 

——, and McGowan, J. C. (1947): Nature (Lond.), 160, 574. 

Kirk, J. (1960) : ‘International Symposium on Griseofulvin’, Miami, October 1959 
In the press. 

Lauder, I. M., and O’Sullivan, J. G. (1958): Vet. Rec., 70, 949. 

Livingood, C. (1960): ‘International Symposium on Griseofulvin’, Miami, 
October 1959. In the press. 

MacLeod, J. (1959): Jbid. 

Muggleton, P. W. (1960): Personal communication. 

Oxford, A. E., Raistrick, H., and Simonart, P. (1939): Biochem. F., 33, 240. 

Paget, G. E., and Walpole, A. L. (1958): Nature (Lond.), 182, 1320. 

Robinson, R. C. V. (1960): ‘International Symposium on Griseofulvin’, Miami, 
October 1959. In the press. 

Rosenthal, S. A. (1959): Lbid. 

Sharpe, H. M., and Tomich, E. G. (1960): Tox. and app. Pharm., 2, 44. 

Williams, D. I. (1960): ‘International Symposium on Griseofulvin’, Miami, 
October 1959. In the press. 

, Marten, R. H., and Sarkany, I. (1958): Lancet, ii, 1212. 

Wilson, J. W. (1955): In “Therapy of Fungus Diseases’, edited by T. H. Sternberg 

and V. D. Newcomer, Boston, Mass., p. 25. 





CALLING THE LABORATORY 


Ill.—GLUCOSE TOLERANCE TESTS 


By W. J. GRIFFITHS, B.Sc., Pu.D., A.R.LC. 
Chemical Pathologist, St. Thomas’s Hospital 


DETECTION of reducing substances in the urine of a patient always calls for 
further investigation since one may be dealing with a case of diabetes 
mellitus in urgent need of treatment, particularly if the urine also contains 
acetone and acetoacetic acid. It may usually be assumed that the substance 
is glucose and this will amount to a certainty if the test is made with one 
of the test-papers or sticks containing glucose oxidase (‘tes-tape’ or ‘clinistix’) 
which react only with this sugar. 

The course which the general practitioner should adopt on discovering 
glucose in the urine largely depends upon the patient’s clinical condition. 
If there is a history of rapid loss of weight, thirst, and polyuria, and much 
glucose and ketones in the urine, a casual blood-glucose estimation, if this 
can be done speedily, will usually be found to exceed 180 mg. per cent., 
thus establishing the diagnosis; in the face of overwhelming clinical evidence 
and marked ketonuria it may, however, be inadvisable to delay treatment 
for the results of laboratory investigations. More often, the glycosuria will 
be discovered in the course of a routine urine examination, when more 
complete investigation is necessary. This will be either (i) a determination 
of the blood glucose, fasting or after a carbohydrate meal; or (ii) if the 
diagnosis is still in doubt, a glucose tolerance test. If the patient is applying 
for life insurance or taking up a new post, a glucose tolerance test is usually 
insisted upon. 

rHE BLOOD GLUCOSE 

For more than forty years most methods of determining the reducing 
power of the blood have included substances other than glucose, the whole 
being referred to as the blood sugar; some of these, e.g. those of MacLean 
and Folin-Wu, are still in use. Modern methods, such as those of Nelson 
and of Asatoor and King, give results which approximate to true glucose 
values. At the present time methods employing glucose oxidase, which are 
simple to perform and give true values for glucose, are coming into general 
use; results by these methods are correctly styled blood glucose. Values for 
blood glucose given by the glucose-oxidase methods are lower than those 
of the classical ones, the mean difference being about 30 mg. per cent. 
In this article, capillary (finger-prick) blood-glucose values will be given 
together with the approximate blood-sugar values in parentheses. 
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[THE FASTING BLOOD GLUCOSE 

Normal persons who have been fasting for a period of four hours or more 
have blood-glucose levels between 45 (80) and g5 (120) mg. per cent. After 
ingestion of a carbohydrate-rich meal the blood glucose rises during the 
following 1 to 1} hours; this rise stimulates the regulatory mechanism, 
insulin is secreted and oxidation and storage of glucose are increased, with 
the result that a point is reached at which the rates of absorption and 
disposal of glucose are equal; this is the peak of the curve. Thereafter the 
rate of removal of glucose from the blood increases until the fasting level 
of blood glucose is regained in from two to three hours although absorption 
from the intestine is still proceeding. In diabetic subjects this fall in the 
blood glucose is delayed and in severe cases the normal fasting level is not 
attained even after starvation for twelve hours or longer; the blood glucose 
is constantly high. 

The finding of a normal fasting blood glucose excludes all but mild 
forms of diabetes; return of the blood glucose to the fasting level or below 
two hours after a carbohydrate meal excludes diabetes. If, however, in 
a subject with a suggestive clinical history the blood glucose is greater than 
130 (150) mg. per cent., either fasting or two to three hours after carbo- 
hydrate, diabetes is established; the higher these values the more severe 
the disease. 

Fasting or post-absorptive values between 100 (120) and 130 (150) mg. 
per cent. may be insufficient to make a diagnosis and in such cases a glucose 
tolerance test is indicated. 


GLUCOSE TOLERANCE TESTS 

Glucose tolerance is a measure of the capacity to dispose of glucose adminis- 
tered either orally or intravenously. Apart from the purposes of life in- 
surance and the like, and excluding endocrine diseases other than diabetes, 
a glucose tolerance test is necessary only in mild, relatively symptomless 
cases of glycosuria in which a casual estimation of the blood glucose has 
given an inconclusive result and it is desired to exclude diabetes. A glucose 
tolerance test is quite unnecessary if, as already described, the fasting blood 
glucose has been found to be greater than 130 (150) mg. per cent.; it will 
give no additional diagnostic information while, in so far as treatment is 
concerned, estimation of the blood glucose from time to time is all that is 
needed. 

It is most important to remember that the nature of the diet consumed 
before the test can exert a profound effect on the glucose tolerance. A 
normal person, if kept for some days on a low carbohydrate intake (as may 
be recommended by the practitioner on the strength of glycosuria before 
the investigation is undertaken) may develop a poor tolerance and possibly 
ketonuria. Jt is therefore imperative that the patient should consume a full 
diet for at least three days before the test is carried out; insulin must not be 
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given during this time. It is assumed, for reasons already given, that patients 
with frank diabetes will not be subjected to the test. 


THE ORAL GLUCOSE TOLERANCE TEST 
The patient is fasted overnight (if this is impracticable, for at least four 
hours). Blood and urine specimens are obtained before, and at intervals of 
thirty minutes for 2 to 2} hours after, giving 50 g. of glucose in 100 to 150 
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Fic. 1.—Oral glucose tolerance test; capillary blood. Shaded area = nor- 
mal limits; A = lag curve; B = mild diabetes; C = severe diabetes; 
D = reactive hypoglycemia; E = islet-cel]l tumour. 


ml. of water by mouth; children should be given 0.35 g. per pound (0.75 g. 
per kg.) body weight. Strenuous exercise should be avoided during the test 
unless the object is to precipitate a hypoglycemic reaction. The blood 
specimens are examined quantitatively and the urine specimens qualitatively 
for glucose. 
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The blood-glucose values will be found to conform to one or other of 
the following curves (fig. 1). 

Normal curve.—If the glucose tolerance is normal the curve will have 
the following features: a fasting blood glucose below g5 (120) mg. per 
cent.; a peak value not greater than 160 (180) mg. per cent.; return to 
the fasting level or lower in two hours. All the urine specimens should be 
glucose-free. 

If with such a curve there is glucose in some or all of the specimens of 
urine then one is dealing with a case of renal glycosuria in which the glyco- 
suria is due to a renal glucose threshold below the normal 160 (180) mg. 
per cent. The urine specimens will give a rough idea of the threshold 
value. Except in children, in whom rarely this condition may be associated 
with disordered renal function, it is unimportant and calls for no treatment. 
It has been known to persist without ill effects for many years and, if the 
threshold is below the fasting blood-glucose level, glycosuria may be 
continuous, independent of carbohydrate intake and possibly accompanied 
by ketonuria due to depletion of the body’s carbohydrate reserves. A lower- 
ing of the renal glucose threshold is common in pregnancy and glycosuria 
at this time is usually due to this but diabetes must be excluded; the renal 
glycosuria disappears after delivery. 

Lag storage curve.—In this curve the blood glucose, while starting and 
finishing two hours later at or below the normal fasting level, rises above 
the renal glucose threshold, usually during the first hour. Urine specimens 
will contain glucose at those times when the blood glucose is above the 
threshold value. This curve, which is due either to an inertia of the insulin- 
secreting mechanism or to an increased rate of absorption of carbohydrate 
from the intestine (alimentary glycosuria; also after partial gastrectomy) 
has no pathological significance. 

So-called flat curves, in which the rise in blood glucose is small, are 
sometimes construed as evidence of poor absorption of glucose from the 
gut; they are, however, common in health and of doubtful diagnostic value. 

The diabetic curve.—In established diabetes the curve shows, in mild 
cases, a normal fasting level but the blood glucose fails to return to this 
level within two hours. It should be remembered that in old age the restora- 
tion of the fasting level may be delayed up to three hours and health 
unimpaired. With increasing severity of the diabetes the fasting blood 
glucose rises, the maximum height of the curve increases and the fall 
becomes progressively slower. Urine specimens will contain glucose when 
the blood glucose is above the renal glucose threshold unless, as sometimes 
happens in long-standing diabetics and obese subjects, the threshold has 
risen. When this happens there may be no glucose in the urine at blood 
levels of 180 (200) mg. per cent., or even higher; glycosuria is not therefore 
essential for the diagnosis of diabetes. 

Prolonged oral glucose tolerance tests, up to four hours or longer, are 
sometimes necessary in suspected cases of reactive hypoglycaemia or 
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pancreatic islet-cell tumours, in which delayed low blood-glucose levels 
occur, or the intravenous test may be used. 


THE INTRAVENOUS GLUCOSE TOLERANCE TEST 
For ordinary clinical work the oral test is perfectly satisfactory and rarely 
fails to give all the information required. It is, however, dependent upon 
adequate absorption of glucose from the intestine and for this reason, and 
because the hypoglycemic phase, important in islet-cell tumours, Addison’s 
disease, hypopituitary states, is brought out more strongly, the glucose is 
sometimes administered intravenously. 

As in the oral test the previous diet must be normal and the subject 
fasting. The amount of glucose commonly used is 20 to 30 g. injected 
intravenously during four minutes and the subsequent fall in the 
blood glucose observed for 14 to 2 hours. In normal subjects the fasting 
level is regained in about one hour, whereas in diabetics the blood glucose 
remains high as in the oral test. It has been said that comparison of the 
results by the oral and intravenous tests will sometimes reveal defective 
intestinal absorption in coeliac disease and similar steatorrheeas. 

Apart from diabetes mellitus, lowered tolerance of varying but usually 
mild degree may be encountered in sepsis, Cushing’s syndrome, acromegaly, 
hyperthyroidism, very severe liver disease, and after steroid therapy. 
These conditions are clinically so distinct from diabetes that confusion is 
unlikely to occur. 

Excretion of other sugars, such as lactose, fructose, galactose and pentose, 
is rare and not associated with changes in blood glucose. 


COLLECTION OF BLOOD 

If possible the patient should attend the laboratory for the tests. When 
this cannot be arranged, a specimen of fasting blood, or blood taken two 
to three hours after a carbohydrate meal (bread, jam, cake), or during a 
glucose tolerance test, must be sent; this will probably be venous blood. 
While in the fasting state the amounts of glucose in venous and capillary 
(i.e. arterial) blood are similar, marked differences develop after ingestion 
of carbohydrate, when at peak values the venous blood may -contain 30 
to 60 mg. less glucose per cent. than the capillary (the arteriovenous dif- 
ference) because of removal of glucose by the tissues. Two hours after 
ingestion of carbohydrate this difference may still be pronounced. The 
venous glucose curve is therefore generally at a lower level than the capillary. 
In practice this is of little importance since in the fasting state the two 
values are nearly identical, whilst in the diabetic the arteriovenous difference 
after glucose is small or absent. 

Preservation of blood.—When blood is shed destruction of glucose sets in 
rapidly; this may be prevented by addition of sodium fluoride. If estimations 
are delayed, as when specimens are sent through the post, suitable bottles 
(containing 1 mg. of sodium fluoride and 3 mg. of neutral potassium 
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oxalate for each ml. of blood) must be used; these should be obtained from 
the laboratory doing the estimations and the instructions regarding the 
amount of blood to be added, and the like, carefully followed. If the esti- 
mation is to be done with glucose oxidase, thymol must not be used. Approxi- 
mately 1 ml. of blood is required. The specimens should be labelled giving 
the time of taking, and the amount of glucose administered, and accom- 
panied by urine samples and clinical details. 


REVISION CORNER 
STEROID THERAPY IN OPHTHALMOLOGY 


It must always be remembered that the corticosteroids when used as anti- 
inflammatory agents have no therapeutic action on the cause of the 
inflammation. This is true in ophthalmology as in other branches of 
medicine, and the reduction of the natural inflammatory response of a 
tissue to injury or insult which can be obtained by steroid therapy may well 
result in greater tissue damage and destruction unless the cause of the 
inflammation is removed. In most organs the fibrosis and scarring which 
follow minor attacks of inflammation do not cause serious loss of function, 
but in the eye quite small scars may have a disastrous effect on vision. Any 
means therefore which reduce the inflammatory response while therapy 
directed to the cause is taking effect may help greatly in preventing 
subsequent visual loss. 

In this short review of the uses of corticosteroid therapy in ophthalmology 
it is not proposed to discuss the relative merits of the numerous preparations 
now available. Their actions are in general similar, although the more 
modern derivatives are more powerful and less liable to cause undesirable 
side-effects. The earlier suspensions of cortisone used for local application 
to the eye were sometimes found to cause irritation, but provided the 
particle size is kept below sou these suspensions are well tolerated. 


EXTERNAL DISEASES 
Eyelids.—The skin of the eyelids is commonly involved in allergic reactions: 
in particular, to drugs applied to the lids or into the conjunctival sac. 
Antibiotics, such as penicillin, are notorious in this respect and atropine 
is a common offender. The changes in the skin are essentially eczematous 
in nature and itching is a prominent symptom. The cause is usually readily 
found once the condition is recognized, and responds well to withdrawal 
of the irritant and the application of cortisone ointment to the skin. 
Conjunctiva.—Acute conjunctivitis responds well to antibiotic treatment 
directed at the organism concerned, and steroid therapy, though often 
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giving subjective relief from symptoms, is not necessary. In allergic condi- 
tions of the conjunctiva, such as spring catarrh and some cases of chronic 
conjunctivitis, cortisone is very useful. Spring catarrh occurs in young 
people, has a seasonal incidence and is recognized by the exuberant follicular 
overgrowth of the tarsal conjunctiva accompanied by redness of the eyes, 
itching and lacrimation. 

Cornea.—Cortisone inhibits corneal vascularization and may in certain 
circumstances (e.g. corneal grafting) be of great value, but the metabolism 
of the avascular cornea is not as well adapted to withstand stress as vascu- 
larized tissues. The inhibition by steroids of the inflammatory response to 
injury or infection may therefore result in greater tissue destruction, and 
disastrous results have been obtained when lime burns of the cornea have 
been treated with cortisone. 

In infective conditions, such as corneal ulceration following a minor 
abrasion, vigorous antibiotic therapy is necessary but may be combined 
with cortisone, provided the organism concerned is sensitive to the 
antibiotic used. 

Unfortunately the initial subjective improvement which follows the use 
of cortisone may be misleading, and this is particularly so in virus infections 
of the cornea. Dendritic ulcers of the cornea are caused by the herpes 
simplex virus against which there is at present no adequate antibiotic. It 
has now been shown conclusively that treatment of this condition with 
cortisone in the early stages, although giving some immediate relief from 
symptoms, is followed by a prolonged course with a greater tendency to 
subsequent relapses. In the late stages other corneal changes, possibly of 
an antigen-antibody type of reaction, may be favourably influenced by 
steroid therapy, but in the early stages the application of a strong alcoholic 
solution of iodine to the affected areas, combined with atropine and light 
bandaging, is the best treatment. 

Although cortisone undoubtedly delays healing of corneal wounds, its 
judicious use after operations on the cornea may be very valuable in pre- 
venting vascularization of the cornea. This is particularly important 
following corneal grafting operations. 

Sclera.—Episcleritis and scleritis are inflammatory conditions of the 
sclera in which the etiology is often obscure. Local cortisone gives rapid 
relief in the more superficial condition of episcleritis and may be helpful 
in scleritis. 

INTRA-OCULAR DISEASES 
Uveitis.—The etiology of endogenous uveitis presents one of the major 
problems in ophthalmology today. Some cases are due to direct invasion 
of the ocular tissues by known pathogenic organisms, as, for example, in 
syphilis and toxoplasmosis, but in the bulk of the cases such direct invasion 
has not been demonstrated and the inflammation is considered to be 
allergic in nature. The inflammatory reaction leads to exudation of protein 
and cells, which settle on the posterior surface of the cornea, and, when 
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the iris is involved, the inflamed iris tissue may become adherent to the 
anterior surface of the lens in the pupillary area causing a blockage of the 
flow of aqueous from the posterior to the anterior chamber with the 
development of secondary glaucoma. The ability of cortisone to reduce 
these inflammatory changes has resulted in a great improvement in speed 
of recovery of these cases, with fewer complications and better visual 
results. In those cases which can be shown to be due to an organism the 
appropriate antibiotic must also be used. Mydriatic drugs such as atropine 
are used routinely in the treatment of uveitis. 

Acute anterior uveitis.—Most of these cases fall into the so-called allergic 
group and respond very well to corticosteroids. The drug is best given 
initially as a subconjunctival injection, which may be repeated after three 
days, and supplemented by drops. This régime usually results in a rapid 
reduction of inflammation, but cortisone drops should be continued until 
all signs of activity have ceased. 

Acute choroiditis.—Acute focal choroiditis is commonly due to a recurrent 
toxoplasmic lesion, and if the disease affects the macular region it will have 
a serious effect on vision. Pyrimethamine has a definite anti-toxoplasmic 
activity which is enhanced by such drugs as sulphadimidine. It is, how- 
ever, toxic in the doses necessary and should only be used if weekly blood 
counts can be done. Systemic cortisone is valuable in combination with these 


we . . ° . 
drugs: 5 mg. of prednisolone three times a day for three weeks, followed 


by maintenance doses of 5 mg. daily, is a common dosage but should be 
varied according to individual requirements. 

Chronic uveitis.—Long-continued inflammation of the uveal tract results 
in severe damage to all the ocular tissues and may result in a blind phthisical 
eye. Tuberculosis and sarcoidosis are possible causes but in many cases 
no definite etiology can be discovered. These cases can be much improved 
by a sanatorium régime and local and systemic cortisone therapy; 15 mg. 
of prednisolone daily for three weeks, followed by 10 mg. daily for three 
weeks and 5 mg. daily for two or three weeks, constitutes a normal course. 
Topical cortisone therapy should be continued after this for several months, 
and, should active inflammation persist, a further course of corticosteroid 
hormones must be given. Corticotrophin, in doses up to 100 mg. daily, 
may also be used. Most cases benefit from such a régime and the incidence 
of complications, such as secondary glaucoma, has been greatly reduced, 
although in occasional patients it has appeared to be precipitated by the 
steroid therapy, possibly due to fluid retention. 

Sympathetic ophthalmia.—If steroid therapy had no other value in 
medicine its undoubted success in the treatment of this dreaded condition 
would have earned it an important place in ophthalmology. Following a 
perforating injury of the globe (including surgical procedures) the injured 
eye may show a chronic inflammatory condition which after an interval of 
time—days, weeks or years—may affect the other, normal eye. Excision of 
the injured eye within ten or twelve days is known to prevent the other 
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eye being affected. In the past this led to many difficult decisions as to 
whether an injured eye, although potentially capable of useful vision, 
should be removed to avoid the risk of severe damage to the normal eye. 
Although a useless and unsightly eye is better removed it is now possible 
to delay the decision in doubtful cases in the knowledge that if sympathetic 
ophthalmia does occur, corticosteroid therapy is capable of alleviating the 
condition and preventing serious complications. Systemic and local treat- 
ment is necessary and may have to be continued for many months or years, 
but at least the injured eye may be saved and the opposite eye protected. 

Retinal diseases.—Steroid therapy has been used in a variety of exudative 
retinal diseases and degenerations of the macula but the results are on the 
whole disappointing. Eales’ disease—recurrent vitreous hemorrhages in 
young adults as a result of perivasculitis of the retinal vessels—is probably 
unaffected by steroid treatment. 

Optic neuritis—The swelling and edema of the optic nerve in this 
condition cause atrophy of nerve fibres and there are theoretical grounds 
for treating the disease with corticosteroids, but insufficient evidence is 
available at the moment to judge the value of this treatment. 


SUMMARY 
Corticosteroids are of great value in allergic conditions of the external 
ocular tissues, in uveitis and particularly in sympathetic ophthalmia. When 
used in infective conditions they must always be accompanied by the 
appropriate antibiotic. 
E. S. PERKINS, PH.D., F.R.C.S. 
Reader in Ophthalmology, University of London. 
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effectiveness of the drug. The dose is 500 mg 
daily for a child of two years or less, 1 g. daily 
for a child of six years or less, and 2 g. a day 
thereafter. This can be given in divided doses 
twice daily for one week followed by one week’s 


Treatment of Threadworms 


Query.—What is the modern treatment for 
threadworms in a boy aged 7 years? He has 
been suffering from this complaint for the past 
two years, getting only temporary relief from 
piperazine citrate and piperazine adipate, the 
condition clearing up for one to two months 


rest, and then a further week’s treatment 
Toxic effects are negligible. Some preparations 
cause mild gastric irritation, with vomiting and 


and then returning in spite of strict hygienic 
precautions 

Repty.—Piperazine remains the established 
therapy for threadworms, having superseded 
most other forms of treatment. It is commonly 
presented as tablets of piperazine adipate (300 
mg.), tablets of piperazine phosphate (500 mg.), 
and syrup of piperazine citrate (500 mg. per 
4 ml.). The type of salt does not alter the 


diarrhcea, but this has never been serious. 
Failure to eradicate the worms is almost 
always due to reinfection. Immunity to thread- 
worms does not develop but individual sus- 
ceptibility varies. Autoinfection must be com- 
bated by precautions such as hand washing 
after going to the lavatory, anal hygiene and the 
wearing of pyjamas or pants at night. Perineal 
irritation may be eased by application of an 
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ammoniated mercury ointment. Perhaps of 
greatest importance is the risk of reinfection 
from another member of the family. In this 
most contagious condition infestation of more 
than one member of a household is so common, 
and the drug of choice so safe and cheap, that 
it is wise to treat everybody in the house 
RICHARD H. Dosps, M.D., F.R.C.P 


Asthma and Rheumatic Fever 
Query (from a reader in Kenya).—I 
patient, aged 54 years, with active rheumatic 
fever; who has been on for four 
weeks. The sleeping 
minute and there are no cardiac murmurs. He 
has now had an attack of bronchial asthma. An 
0.2 g. of 
muscularly arrested the attack and I have or- 
tablet of ‘franol’ night. In 
order to avoid giving an injection to the child, 


have a 


total rest 
pulse rate is 112 per 


injection of aminophylline intra- 


dered one every 


could you advise me about any quick-acting 
tablets or suppositories 
palpitations, as ephedrine, 
adrenaline or isoprenaline sulphate 


which do not cause 


adrenaline, nor- 
would do, 


or are these drugs safe to give in this case 


REPLY 
able: 
‘Orthoxine’ (Upjohn), 
a tablet would be 
This is a derivative of ephedrine, and in clinical 
practice one tablet is roughly equivalent in its 
bronchodilator effect to 4 grain (30 mg.) of 
ephedrine, but its effects are 
appreciably less, and patients unable to tolerate 
ephdrine can usually take ‘orthoxine’ 
complaint 
‘Monotheamin’ (Lilly), a stable compound of 
anhydrous theophylline (75°) with 
ethanolamine (25°) is a bronchodilator and 
mild cardiac stimulant. The effect on the heart 
is unlikely to be harmful in a patient recovering 
from rheumatic fever. A capsule containing 1 or 
14 grains (60 or 100 mg.) would be suitable 
For more severe attacks aminophylline sup- 
of theophylline 
probably be 


The following preparations are avail- 
pref 


100-mg tablets (half 
suitable for a child of 5) 


cardiovascular 


without 


It sometimes causes drowsiness 


mono- 


positories, containing 150 mg 
with 
effective. 

Antihistamine preparations such as ‘benadryl’ 
or ‘phenergan’, 


ethylenediamine, would 


which can be obtained in the 
form of a linctus (e.g. ‘linctus benadryl’, 10 mg 
per 4 ml. [Parke Davis]), may also be helpful 
in children with nocturnal asthma 


R. S. Bruce PEARSON, D.M., F.R.C.P 


Treatment of Strabismus 
in Infancy 

(QUERY 
now had a medial strabismus of the right eye 


—I have a child of 16 months who has 
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for about three months. It came on when she 
had some upper respiratory catarrh and cut 
four back teeth in three days (molars and 
premolars). She now has only four more teeth 
to cut. The vision does not seem to be affected 
in the right eye, though if the left is covered 
she tends to push the covering away. | should 
be grateful for advice regarding treatment with 
particular reference to timing. Is orthoptic 
treatment possible at this age, when she is not 
saying more than a few words, though she 
appears to understand clearly certain instruc- 
tions: 


Rep.ty.—A child of sixteen months who has 
had a right convergent strabismus for three 
months should be examined after dilatation of 
both pupils with atropine. The fundi must be 
carefully looked at ophthalmoscopically to 
eliminate any pathological lesion, and each eye 
should be refracted by retinoscopy and a full 
correction ordered. A child of sixteen months 
will wear glasses all the time, and if necessary 
they should be tied on the head. The squint 
may be entirely eliminated by this method of 
treatment. If a convergent angle remains at all 
times, then the question of surgery must be 
considered to straighten the eyes. Alternate 
may also be required to maintain 
equal vision in the two eyes. 

A child of sixteen months is unable to co- 
operate sufficiently to make orthoptic treatment 
possible. Such a patient will require periodic 
examination for many years in order to make 
certain that binocular vision is established. 

STEPHEN J. H. MILLER, M.D., F.R.C.S., 
D.O.M.8 


occlusion 


Acute Diabetes Mellitus and 
Marriage 


Query (from a reader in Zululand).—I have an 
interesting case of a 27-year-old man with a 
sudden onset of diabetes mellitus, severe enough 
to produce a fasting blood sugar of 250 mg.°, 
and a 24-hour reading of over 500 mg.% 
There is nothing else discoverable and I was 
puzzled as to the reason for his islet failure 
Inasmuch as his hormone system has been 
altered and perhaps overworked by his recent 
marriage, would it be even remotely feasible to 
indict this as a possible cause? 


Rep_y.—It is not understood how failure of the 
islets of Langerhans occurs in acute diabetes 
mellitus any more than it is understood in 
diabetes of insidious origin. I do not consider 
that a person’s ‘hormone system is altered or 
overworked’ by recent marriage. 


A. W. SPENCE, M.D., F.R.C.P 
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Blood Transfusions in 
Hypoplastic Anemia 


Query.—Is it a mistake to give blood trans- 
fusions to patients with hypoplastic (so-called 
aplastic) anaemia hemoglobin is 
8.9 g.% (60%)? Is it not better to wait until 
the hemoglobin falls to 4.4 g (30%) before 
starting transfusions? 

My personal feeling is that if transfusions are 
given whiie the anemia is mild, the marrow, 
lacking its normal stimulant (shortage of oxy- 
gen), gets, as it were, lazy and fails to react 
Transfusions have to be given more and more 
frequently. Of course it does not matter in true 
aplastic anaemia but it is not possible to dif- 
ferentiate between aplastic anemia and hypo- 
plastic anzmia 
times takes place 


when the 


In the latter, recovery some- 


REPLY. 
this query in terms of facts rather than theories 
but controlled trials of treatment in hypoplastic 
anemia are not practicable and assay of the 
erythropoietic hormone in the plasma is not yet 
precise. There is, however, no reason to believe 
that the arrangements for the maintenance of a 
normal level of red blood cells are less sensitive 
than other homeostatic mechanisms. The lower 
limits for the normal level of haemoglobin are 
90% in the male and 80 in the female, and 
anything below this will erythro- 
poiesis. It is probable that we should avoid a 
too powerful stimulation of a damaged bone 
marrow experiments 
of F. M. Allen a generation ago, the treatment 
of diabetes has been based on the belief that 
hyperglycemia and consequent stimulation of 
the damaged, pancreas cause deterioration in the 
patient’s condition, and the same is probably 
true of the marrow. In other words, the risk is 
not that the marrow will get lazy but that it will 
become exhausted 
In practice, in hypoplastic anzmia, it is better 
to transfuse the patient at frequent intervals and 
to aim at a level of hemoglobin not less than 
60% and not more than 80°%,. The patient feels 
a great deal happier and is less prone to heart 
failure, and the transfusions are 
hemoglobin falls to 30° 
may be difficult to find 
Proressor L. J. Wirrs, D.M., F 


One day it may be possible to answer 


stimulate 


Certainly, ever since the 


easier; if the 
the veins contract and 


Polyposis of the Colon 


Query (from a reader in West Africa).—A 
male patient aged 37 years has suffered from 
polyposis of the whole colon for the past 16 
years. It was discovered during treatment of an 
ameebic colitis, and a colectomy was refused at 
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that time. Since then the patient has suffered 
from recurrent attacks of diarrhcea and passes 
blood and mucus frequently. As the general 
condition is markedly affected and the patient is 
aware of the danger of malignant change he is 
now prepared to undergo surgery. 

(1) Is there any hope of influencing the con- 
dition by medical means, or at least preventing 
any malignant change? 

(2) Is the possibility of malignant change the 
same in all parts of the colon? 

(3) What are the means of detecting early 
malignant change? 

(4) Would a partial colectomy with anasto- 
mosis suffice? 

(5) How do patients adapt themselves to the 
ileostomy after total colectomy? 


RepLy.—(1) There is no known medical means 
of influencing this condition or of preventing 
malignant change. There is scant evidence that 
a very large percentage of polypi 
(i.e. colectomy) may, in a certain number of 
cases, lead to regression of remaining polypi 

(2) So far as we know, the possibility of 
malignant change occurring in polyposis coli is 
the same in all parts of the colon. 

(3) There are 


removal of 


no means of detecting early 
malignant change other than those normail\ 
used 

(4) Partial colectomy is definitely an in- 
adequate procedure. If an ileostomy is to be 
avoided the right procedure is a total colectomy 
ileo-rectal This 
anastomosis should be within easy reach of the 
sigmoidoscope, so that the remaining rectum 
can all be kept under constant surveillance and 
polyps fulgurated as and when they occur. 

(5) After total procto-colectomy, provided the 
patient is normal in every other way, an 
ileostomy cannot be considered a serious handi- 
cap. Many will disagree with this statement but 
of course the operation should not be undertaken 
lightly 


with a_ low anastomosis 


IAN P. Topp, M.D., M.S., F.R.C.S 


Booster Doses of Tetanus Toxoid 


Query.—How often should booster doses of 
tetanus toxoid be given to farm workers. I note 
that the Army gives it yearly. Is this really 
necessary? I have a fair number of farmers and 
their families in the district 


Repty.—It is generally considered that in 
civilian life, provided initial active immuniza- 
tion has been carried out by three full injections 
properly spaced, a boosting dose of toxoid is 
only needed every five years. A patient so 
protected should be given a further dose of 
toxoid if injured. The optimum spacing of boost 
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ing doses is still open to discussion and these 
may prove to be needed less frequently 
LesLig COLE, M.D., F.R.C.P 


Isoniazid Neuropathy 


Query (from a reader in Tasmania) 
of mine, who had had tuberculosis, was put or 


\ patient 
isoniazid tablets for about nine months aft 
lobectomy, and as a result of this has a sever« 
peripheral neuritis affecting both feet, and to a 
lesser extent her fingers 

In spite of intensive doses of vitamin B and 
pyridoxine there has been no improvement 
What can you suggest? 


attributable to iso 
i] 


REPLY 
niazid is due to the drug entering into chemic: 
thus 


The neuropathy 


combination with pyridoxine reducing the 


a biologi ally active 


availability of the latter in 
form. The higher the 
greater the reduction in 
Neuropathy is infrequently seen with the smaller 


. . ] 1 (aan 
doses ot isoniazid commonly empioyed (200 oT 


ft 


dose of isoniazid the 


active pyridoxin 


300 mg. daily) but is an increasing hazard with 
the larger 
advocated by some workers 


doses (1,400 mg. daily or more 
\ prec eding state 
of nutritional deficiency makes the development 
of isoniazid neuropathy more probable. Iso- 
niazid neuropathy is prevented by the con 
comitant administration of pyridoxine, one sug 
gested dosage being 10 mg. of pyridoxine 
every 100 mg. of isoniazid. Pyridoxine does 
seem to affect the anti-tubercul 
isoniazid 

If symptoms of neuropat! 
isoniazid therapy and persist despit« 
tion of pyridoxine, isoniazid should stopped 
and another form of therapy substituted 
Eventual recovery is to be expected though the 
time interval for full recovery variable and 
in some degree related to the duration of tso 
niazid therapy after the onset of symptoms of 
neuropathy. Although it has not been clearly 
proved that pyridoxine therapy will haster 
recovery from established neuropathy, the use of 
pyridoxine appears entirely reasonable. Aneurine 
and cyanocobalamin are of no value, but any 
apparent vitamin deficiency should be « 
rected. 

The period of 
isoniazid is not mentioned in the 
there has been no evidence of recovery withir 
month, it would be wise to consider causes 
other than isoniazid for the neuropathy. The 
possible causes of generalized neuropathy are, of 
course, numerous, but one that should not be 
forgotten in an obscure case is undetected car- 


cinoma, particularly bronchogenic carcinoma 


observation since stopping 


question. If 


J. D. Ross, M.B., F.R.C.P.ED 


AND 
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Blood Specimens for 
Prothrombin Estimation 


Query.—What type of blood is required for the 


estimation of prothrombin time? 


Repty.—The blood specimen 
prothrombin estimation will depend upon the 
For Quick’s one-stage 
nique most people today use citrated blood as 


opposed to oxalated blood. Whole blood should 
} 


necessary for 


technique used tech- 


ye collected, preferably in a siliconized syringe, 
and mixed with 3.13% sodium citrate in the 
proportion of nine parts of blood to one part 
sodium citrate 

It is best that the estimation of the pro- 
thrombin time, especially if Quick’s method is 
used, should be done as quickly as possible 
after the blood is taken; due to the activation 
through contact with glass, shortening in the 
clotting times will occur if the blood specimen 
For this 
reason also some people prefer to take the 


is allowed to stand for several hours 


citrated blood specimen in plastic containers 
instead of glass to avoid this activation factor 


M. Toouey, M.D., M.R.C.P 


Emergency Travel Outfit 
QUERY I been asked to 
emergency pack consisting of drugs and light 
medical equipment for the 
travelling abroad, including tropical countries 


REPLY It is assumed that in mind are first-aid 
ind minor troubles that if might 
become serious, and that skilled medical aid will 
be available and sought for when 
sense so indicates. The conditions envisaged as 
possibly having to be dealt with are: (a) trau- 
matic, such as cuts and burns; (b) inflammation 
of, and foreign bodies in, the eyes; (c) suspected 
or known malaria; (d) fever; (e) sore throat; 
headache; (h) certain 


have suggest an 


use of persons 


untreated 


common 


(f) intestinal flux; (g) 
insect infestations ; and (i) constipation. 

The emergency kit is best carried in a small- 
size tin, such as an empty chocolate or biscuit 
A 5-inch (12.7 cm.) pair of scissors is 
Twenty 


container 
desirable and a clinical thermometer 
very small temperature charts of the type sold by 
H. K. Lewis & Co. Ltd may help a doctor to 
establish a diagnosis if charted from the begin- 
ning or near-beginning of a fever. Tablets of 
sulphamethoxypyridazine or sulphadimidine (30 
or 200 respectively), 50 tablets of aspirin (for 
malaria suppression or treatment), 30 tablets of 
amodiaquine hydrochloride, and a bottle of 
Eno’s or Andrew’s salts for constipation, provide 
a reasonable drug outfit. A 2-ounce (56 g.) 
packet of gauze, 4 ounces (113 g.) of cotton- 
wool, a roll of t-inch (2.5 cm.) ‘elastoplast’, 
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an eye-shield and four 1-inch (2.5 cm.) and four 
2-inch (5 cm.) bandages should meet the 
average traumatic emergency. Two 8-gramme 
tubes of chlortetracycline eye-ointment will 
suffice for the average ‘sore’ eye, and a 50- 


gramme tube of cetrimide cream is recom- 
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mended for burns, scalds, cuts and abrasions 
For insect infestations, a small sprinkler of 
gamma benzene hexachloride powder, such as 
gammexane insect powder’ (I.C.I.) is appro- 
priate 

N. L. CoRKILL, C.M.G., M.D 
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Alcoholic Heart Disease 

‘InNyuRIOUsS effects on the heart from habitual 
spirit drinking are not this 
country’, according to William Evans (British 
Heart Journal, October 1959, 21, 445), who 
reports his findings in 20 cases of alcoholic 
cardiomyopathy practice. All 
were men, whose ages ranged from 39 to 74, 
and the majority held positions 
Breathlessness was the commonest symptom, 
and palpitation was a prominent symptom in 
five. Chest pain occurred in six, but did not 
resemble cardiac character or 
response to exercise or rest. All heavy 
spirit drinkers, having than 
half a bottle a day for periods ranging from four 
to twenty they 
were all 
The liver was 


uncommon in 


seen in priv ate 


executive 


pain in site, 
were 
consumed more 


years. ©n examination were 
They 


14 being overweight 


mostly of robust build well 
nourished, 
enlarged in 
Attention is particularly drawn to the distinctive 
electrocardiographic which 
limited to the T wave, which was a depressed 
dimple in eight patients, upright and cloven in 
seven, and spinous in two In the remaining 
three patients the of extrasystoles 
suggested the that they 
multiple, arose from different foci, or 
associated with tachycardia 
systoles were also present in conjunction with 
the distinctive T in six other 
patients. It is these distinctive electrocardio- 
graghic changes which ‘clinch the diagnosis 
and prompt a relentless questioning concerning 
the daily consumption of spirits through many 
years, unless the patient readily admits this 
habit’. The importance of early diagnosis lies in 
the fact that at this stage ‘abstinence from spirit- 
drinking will successful emergence 
from the illness’. Should addiction to alcohol 
continue, however, as in two of the patients 
in this series, into its 
intractable form with a fatal termination 


five, but none had any ascites 


deformities were 


presence 
diagnosis in were 
were 
moderate Extra- 


wave changes 


ensure a 


the illness progresses 


Prophylactic Chemotherapy 

IN patients who are known to show 
susceptibility to rheumatic fever, either because 
they have already had an attack of rheumatic 


special 


AL NOTES 


fever or chorea, or because they come from a 
family tainted with rheumatic fever, recurrences 
are best prevented by oral crystalline penicillin 
G (200,000 units twice daily) or phenoxy- 
methylpenicillin (120 mg. twice daily), according 
to E. G. L. Bywaters (British Medical Bulletin, 
1960, 16, 47). Alternatively, if oral penicillin is 
not possible or its maintenance dubious, 1.5 
mega units of benzathine penicillin can be 
given intramuscularly each month. Bywaters 
has used sulphadiazine or triple sulphonamide 
(1 to 1.5 g. daily) successfully for many years 
In a group of 86 children protected in this 
way and studied over a five-year period the 
recurrence rate 1.2% per patient-year 
compared with 5.6% in an unprotected group 
of 92 children. Sulphafurazole has been equally 
satisfactory in the hands of other workers 
Sulphamethoxypyridazine maintains protective 
levels for longer periods with a dosage of 1 g 
to 2 g. twice weekly but ‘there seems to be 
little other advantage, and serious sensitization 
has already been reported’. Prophylaxis should 
be maintained for as long as special risk and 
susceptibility in practice this usually 
means continuing it until adult life is reached 
Subsequently it should be resumed if undue 
exposure is envisaged 


was 


exist; 


Systemic Steroids in Atopic Eczema 
Tue effect of systemic steroids has been in- 
vestigated by I. B. Sneddon (British Journal of 
Dermatology, January 1960, 72, 1) in 26 patients 
with severe and intractable atopic eczema who 
have been treated with continuous steroids for 
periods ranging from four months to 4} years 
The oldest patient in the series was 65, and he 
had never been free from symptoms. Pred- 
nisolone was used in 13 cases, dexamethasone 
in six, and combinations of cortisone, pred- 
nisolone, triamcinolone, and dexamethasone in 
seven. ‘Good control’, was obtained in 19 cases, 
‘fair control’ in five, and two were failures 
What is described as ‘one of the most striking 
features’ of such therapy was ‘the change in the 
personality of the patients who have altered 
from miserable, tense depressives to extro- 
verted, cheerful individuals, far more fitted to 
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cope with life’. No serious side-effects were 
encountered. Gain in weight and moon face, 
however, were very common. As no difference 
was noticed between the results of treatment 
with dexamethasone and prednisolone, there is 
considered to be no advantage in using the 
former, as prednisolone is cheaper. In the few 
cases in which triamcinolone was used more 
dyspepsia occurred than in others. Most cases 
are now down to a maintenance dose of pred- 
of 5 mg. thrice daily 
manage on only one 5-mg. tablet daily but, if 
this is discontinued, the skin rash recurs. Only 
one patient in the entire series has discontinued 
treatment and remained well. In conclusion ‘it 
is stressed that some harmful effects may yet 
arise and treatment should not be embarked 
upon lightly or in the absence of adequate 
facilities for close supervision’ 


nisolone Some can 


Barium Meals in 
Hamatemesis 


ATTENTION is drawn by D. F. Cantwell (Clinical 
Radiology, January 1960, 11, 60) to the safety 
and value of a ward barium meal examination in 
the investigation of the cause of acuté 
intestinal haemorrhage. He reports the findings 
in 200 patients admitted to General 
Infirmary with hematemesis and melena be- 
tween 1956 and 1958. In the majority of these 
patients the radiological examination was car- 
clinical and 


gastro- 


I seeds 


ried out as soon as a satisfactory 
cardiovascular state had 
usually within twelve to twenty-four hours. The 
examination is carried out with a mobile x-ray 
apparatus, with the Food is 
withheld for two hours. Four to five ounces 
(115 to 140 ml.) of barium are given and the 
patient then rolled on to the right side for a few 
minutes. The patient then lies supine, is given a 
mouthful of thick barium to swallow 
exposure made. A second picture is then taken 
with the patient lying on the left side and raised 
30 degrees. The procedure is not disturbing to 
the patient and has been free from complica- 
In 50 patients (25° 
radiologically either using this technique or in a 


been obtained 


patient in bed 


and an 


tions ) no lesion was found 
subsequent conventional examination, and it is 
assumed that these bled 
erosions. In 114 patients (57%) 
abnormalities were demonstrated. In the re- 
maining 36 patients the 
diagnosis was incorrect. In 19 of the 22 patients 
who underwent surgical intervention within 
two to twelve hours after x-ray examination, the 
radiological diagnosis was confirmed. Operation 
revealed the presence of a chronic gastric ulcer 
in two patients, and cesophageal varices in one 
patient, which detected pre- 
operatively 


patients from acute 


radiological 


early radiological 


had not been 


Diagnosis of 
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Procaine and Lightning Pains 


Detalts are given by A. S, Loebel and D. E. 
Hutcheon (New England Journal of Medicine, 
December 31, 1959, 261, 1381) of a case of 
severe lightning pains which responded well to 
intravenous procaine. The patient was a 61- 
year-old man, in whom the diagnosis of tabes 
dorsalis was first made in 1943, when he was 
complaining of an unsteady gait and stabbing 
The lightning pains became 
worse. As they did not respond satis- 
to full doses of pethidine, it 
decided to try the effect of procaine. After an 
injection of 100 mg. of phenobarbitone, 1 litre 
of 0.1°, procaine hydrochloride in 5°% dextrose 
and water was given intravenously at a rate of 
60 to 75 drops a minute. Within fifteen minutes 
the pain had gone and remained absent for the 
three hours of the infusion and an hour longer 
It then recurred but was again relieved by 
another infusion of procaine. He was then free 
of pain for ten days, when it recurred. This 
time a placebo infusion of dextrose and water 
without effect. 
procaine infusion was started, the pain dis- 
appeared. He did well thereafter, and was given 


pain in the legs 
steadily 


factorily was 


was tried, but As soon as a 


15 mega units of penicillin. 


Suxethonium Bromide 

Because of the relatively high incidence of post- 
pain following the use of 
suxamethonium as a short-acting relaxant in 
anesthesia, G. E. Hale Enderby (British 
Journal of Ansathesia, December 1959, 31, 530°) 
has made a comparison of the incidence of such 
pain following the use of suxamethonium and 
suxethonium bromide. The majority of the 
operations were maxillo-facial and plastic. Two 
trials out. The first was based 
upon spontaneous complaints of pain on the 
part of the patients. Such complaints occurred 
in 17°, of 60 patients receiving suxamethonium 
and in 4.2% of 285 patients receiving suxe- 
thonium. Originally it was intended to use 
suxamethonium in 100 patients, but the fre- 
pain was such that after 60 ad- 
ministrations the trial was abandoned as.it was 
not considered justifiable to use suxamethonium 
more patients. The second trial was 
based upon direct questioning of the patients 
l'his showed that 50% of the 22 
patients receiving suxamethonium had pains 
and stiffness within the first two days, com- 
pared with 34% of the 50 patients receiving 
suxethonium. Of those receiving suxamethon- 
ium, 18% complained spontaneously of such 
pain, compared with 2% of those receiving 
suxethonium. It is concluded that, in spite of 
its shorter duration of action compared with 
suxamethonium, suxethonium is ‘a great ad- 


operative muscle 


were carried 


quency of 


Im any 


method 
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vance in short-acting relaxants, for it helps to 
maintain the postoperative comfort and well- 
being of the patient whilst achieving a satis- 
factory relaxation for the anesthetist and 
surgeon’. 


Prominent Submaxillary Glands in 


the Aged 


“Tue phrase “asymptomatic enlargement of the 


submaxillary glands” is misleading’, according 
to James Scott (Journal of the American Geriat- 
rics Society, January 1960, 8, 53). “There is 
frequent prominence in the aged, but not a 
true enlargement’. These conclusions are based 
upon his findings in a group of 100 male 
patients, aged 50 to 70, none of whom had any 
evidence of disease of the salivary glands or 
ducts. In none of them was there any true en- 
largement. On external inspection, the sub- 
maxillary glands were prominent in 22 patients 
They were easily unusually 


conspicuous in 46, and small or not visible on 


visible but not 


external inspection in 32. They were palpable 


> 
externally in every case. In a control group of 30 


healthy male nurses, aged 20 to 30, the sub- 


maxillary glands were ‘slightly visible’ in only 
six, and easily palpable externally in 28. Three 
this 


factors are considered to play a part in 


prominence of the submaxillary glands in the 
elderly. One is loss of subcutaneous fat in the 
submaxillary Another 


portant, factor is the ageing process in muscles 


area and more im- 
and connective tissue resulting in loss of muscle 
tonus and loss of turgor and elasticity in the 
skin. A third factor is suggested by the fact that 
60 of the 68 patients with prominent submaxil- 
lary glands were edentulous. It is pointed out 
that in the elderly the edentulous mandible loses 
some of its substance and thins out, and this 


can produce relaxation of the floor of the mouth 


Wax in the Ear 

For the prompt wax in the ear 
without several days’ premedication, J. Balassa 
(Medical Fournal of Australia, November 14 
1959, ii, 740) recommends the 
cedure. One 
dissolved in approximately 1 ml 
Three to six drops of this solution are then 
instilled into the ear, and the ear plugged. Afte1 
it is claimed, syringing 


removal of 


following pro- 


thousand units of ‘hyalase’ are 


of tap water 


two or three minutes, 
with body-temperature water will remove wax 


immediately 


Lawn Mower Injuries 
INjuRIES from powered lawn 
subject of two recent reports from Australia 
According to J. W. Graham (Medical Journal of 
Australia, December 5, 1959, ii, 848), 
reports 17 such injuries seen at a Sydney 


mowers are the 


who 
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hospital during a period of two months, the 
newer type of lawn mower, which has flat blades 
set as a fan on the lower end of a vertical axis, 
is most dangerous in this respect: 16 of his 
patients were injured by such a mower. Among 
these forehead 
(due to the patient striking himself on the head 
with the starting appliance), three cases of 
hand injury, and 12 cases of injury to the lower 
limbs. Eight of the leg injuries were due to the 
foot being thrust under the machine and into 
the blades. This usually resulted in a compound 
fracture of a toe, acquired while, or just after 
starting the engine. 

The other report comes from a _ general 
practitioner (A. H. Sheehan, ibid., p. 861) who 
has seen 36 such injuries within a period of four 
years. These included a child, aged 9 years, with 
a severed tendo achillis, and another, aged 2} 
years, hemorrhage into the anterior 
chamber of the eye and a tear in the iris, from 
a stone thrown up at high speed by the rotating 
blades. Five of the patients reported with stones 
same source embedded in the muscles 
of the lower leg. Sixteen of the patients had 
multiple lacerations of the feet, usually the 
great or little toe of the left foot. Thirteen had 
lacerations of the fingers—usually the index 
finger and thumb of the right hand 


Baseball Shoulder 


BASEBALL shoulder is one of the occupational 
diseases of the baseball pitcher. The character- 
istic x-ray changes, according to R. L. Divelev 
and P. W. Meyer (Journal of the American 
Medical Association, November 21, 1959, 171, 
1659), are calcified deposits about the origin of 
on the margin of the glenoid fossa 


16 patients was one injured 


with a 


from the 


the triceps 
»f the scapula. In addition, osteophytes, or loose 
bodies or irritation, are found 
about the lateral epicondyle of the humerus and 
the olecranon process of the ulna. The pitcher 


other signs of 


complains of a general soreness in the shoulder 
joint, which is aggravated by throwing, and is 
relatively painless when the shoulder is im- 
mobilized or rested at the side by a sling. On 
examination, a point of tenderness is found on 
deep palpation in the posterior aspect of the 
axilla. If the arm is forcibly extended at the 
elbow by active motion, the pain is reproduced 
in the shoulder and is noted deep in the region 
of the shoulder. During the past two baseball 
seasons, routine x-rays of the shoulder of all 
pitchers on the Kansas City Athletics have 
revealed in a number of cases ‘an irritation over 
the infraglenoid tuberosity, even before the 
onset of symptoms’. Treatment at this stage 
with local injections of hydrocortisone has in 
many cases prevented the condition progressing 
to the chronic stage of incapacity 
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REVIEWS OF BOOKS 


Proceedings of a Symposium on Immuniza 
tion in Childhood. Edinburgh: E. & S. 
Livingstone Ltd., 1960. Pp. 139. Price 
175. 6d. 

Last May a symposium attended by 

representatives from all the branches of medi- 

cine associated with 
country, and including 

Australia, Canada, the United States (Dr. J. I 

Salk), France and WHO, was held in the Well- 

come Building in London. The symposium was 

timely as well as valuable, in view of the growing 
complexity of the problem from the point of 
view of the general practitioner. It was a ‘free 
for all’ in the best sense of the and the 
experts were able to thrash out their differences 
to such good effect that they were finally abl 
to produce two 
schedules covering 
tussis, tetanus and poliomyelitis 

The ‘proceedings’ can be 
admirable 


expert 


immunization in this 


representatives from 


term 


alternative immunization 


smallpox, diphtheria, per- 


recommended to 
practitioners as an review of the 
subject which will repay careful consideration 
They are up to date, authoritative, and com- 
mendably concise. As a guide to current prac 

tice they 
practitioners have good reason to be grateful to 
Dr. H. J. 
initiative in organizing the 
arranging for the proceedings to be published 
so quickly and in such an acceptable form 


could scarcely be bettered, and 
Parish and his colleagues for their 


symposium and 


Antibiotic and Sulphonamide Treatment: A 
Short Guide for Practitioners. Edited by 
M. E. Fiorey, M.p. Oxford University 
Press, 1959. Pp. 150. Price ros. 6d. 

WRITTEN primarily for medical students and 

this little book should meet a 
longstanding need. It presents a clear and con- 
cise approach to antibiotic and sulphonamide 
treatment, expect from 
authors who have ‘grown up’ with antibiotics, 
it is essentially a practical guide based upon 
their own experience. 

The problem of organism 
resistance is concisely explained, and the indi- 
cations for antibiotic treatment clearly defined 
with useful practical notes on effective anti- 
biotic combinations. The subsequent sections 
are devoted to detailed description of the various 
antibiotics and newer sulphonamides, with brief 
notes on various specific infections which raise 
particular problems. Perhaps in future editions 
it would be advisable to make some reference 
to procaine sensitivity reactions with procaine 
penicillin and other long-acting penicillins. The 
book should prove popular and useful, although 


practitioners, 


and as one would 


sensitivity and 


the authors will have a hard task of constant 
revision if this is to remain as up to date as it 
now appears. 


Aldosterone in Clinical and Experimental 
Medicine. By FE. J. Ross, M.D., Pu.D., 
M.R.C.P. Oxford: Blackwell Scientific 
Publications, 1959. Pp. 144. Price 
22s. 6d. 

THE recent of aldosterone 

identification as the principal sodium-retaining 

hormone of the adrenal cortex is surely one of 
the most important chapters in post-war endo 
crinology. Dr. E. J. Ross is to be congratulated 
on having produced such a timely and concise 
yet comprehensive, monograph on this hor- 
mone. So fast is the pace of research in this 
field that much that is written today may need 
to be modified tomorrow. In this respect, he has 
shown exemplary caution in interpreting the 
facts at his Despite 
enough basic knowledge has already emerged to 
provide a general picture of the physiology and 

Readers of 

this monograph will realize that the hormone is 


discovery and its 


disposal uncertainties 


clinical significance of aldosterone 


only one of several factors concerned in regu- 
lating sodium and potassium balance, and only 
one link, and that of variable importance, in the 
complex chain of events which culminates in 
the formation of edema. Little is yet known of its 
role in hypertension, and even Conn’s syndrome 
of primary aldosteronism is far from being as 
clear-cut an entity as was at first believed 

The eleven chapters are a model of lucid 
style and presentation. They could not have 
been better designed to draw a wide circle of 


students, physiologists, biochemists 


alike 


which, like so much ot modern endocrinology, 


readers 


and clinicians to an important subject 


has repercussions in so many fields of medicine 


The Phystology and Treatment of Pepti 


ALLEN, 


Press ; 


Ulcer. Edited by J. Garrorr 

M.D. University of Chicago 

London: Cambridge University Press, 

1959. Pp. 236. Illustrated. Price 56s. 6d 
THE scope of this work is outlined by its title 
but contains also discussions on diagnostic 
methods of which the section on x-ray diagnosis 
is of exceptional merit. The primary purpose of 
the book is to provide a tribute to Dr. Lester R 
Dragstedt on the occasion of his retirement. 
Each of the twelve contributors has been his 
student or clinical associate but he himself took 
no part in, and indeed was unaware of, the pro- 
duction of this work of esteem. The section 
dealing with the medical management of duo- 
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denal ulcer lacks decision in respect of the use of 
antacids. Many are mentioned but greater 
emphasis might surely be made on the advan- 
tages, fully proved by clinical tests, of sucking 
compound tablets as compared with the swallow- 
ing of tablets or powders. In reference to 
‘nulacin’ for example, we read “This medication 
may neutralize acid effectively than 
standard tablets, but the amounts of antacid 
are very small’. Why ‘but’? If effectiveness is 


more 


greater, then surely the smallness of dose is in 
every way advantageous. On p. 148 it is stated 
that ‘No single anticholinergic compound excels 
in gastric inhibitory capacity, clinical tolerance 
and therapeutic This suggests un- 
familiarity with the work of British physiologists 
and physicians whose work with methylbenzi- 
late methylmethosulphate (‘nacton’) shows that 
its effectiveness far surpasses that of the older 
anticholinergics. 


values’. 


The book concludes with a most interesting 
excerpt from Dr. Dragstedt’s avowal of faith 
printed in 1956 entitled “What would I do if I 
had an ulcer?’ It is of special interest to note 
that if medical treatment failed he would choose 
a supradiaphragmatic vagotomy by the ab- 
dominal route combined with posterior gastro 
enterostomy with a stoma not larger than 2 cm 
in diameter and within 7 cm. of the pylorus 
The wheel is indeed turning full circle, and 
perhaps offer gastro- 
jeyunostomy and vagotomy 
should this much respected gastroenterologist 
be faced with such an unhappy situation 


physicians can now 


pharmacological 


The Clinical Syndrome of Diabetes Mellitus. 
By JouN LisTER, M.D., M.R.c.P. London: 
H. K. Lewis & Co. Ltd., 1959. Pp. 234. 
Illustrated. Price 35s 

Tuts book is written for students and prac 

three parts 

complications and 


titioners and is divided into 
diagnosis and treatment, 
associated disorders and medico-social aspects of 
the disease. Carbohydrate metabolism is dealt 
with briefly by John Nash in a chapter which 
would be improved by the inclusion of some 
references to recent publications on this subject; 
the only one later than 1939 is dated 1947. The 
subdivision of diabetics into absolutely and 
relatively insulin-deficient types is convenient, 
but oversimplifies a difficult problem, and more 
attention might with advantage have been paid 
to their clinical features. The views expressed 
and information provided are generally well 
presented and up to date, but their arrangement 
could be improved. Pre-diabetes would be better 
placed near the beginning of the book than late 
on in the section on complications, and local 
insulin reactions are misplaced in the chapter on 
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skin lesions. The chapters on eyes, feet and 
pregnancy are good but, largely through faults 
of omission, others fall short of this standard. 
For example, only four pages of text are devoted 
to stabilization with insulin, and there is no 
detailed account of how to do this with two doses 
insulin—a serious omission. The 
illustrations, with the notable exception of one 
in which an injection of insulin is being given 
with the syringe held far too horizontally, are 
clear and helpful. 


of soluble 


Like so many textbooks of its type on one 
disease it is too long for most practitioners and 
too expensive for most students; nevertheless it 
is a worth-while addition to the limited number 
of small boeks on the subject. 


Cholera. By R. PoLiitzerR, m.p. WHO 
Monograph Series No. 43. London: 
H.M. Stationery Office, 1959. Pp. rorg. 
Price £5. 

THIS monograph is a comprehensive summary 

of studies on all aspects of cholera. It can 

worthily stand alongside the author’s mono- 
graph of similar dimensions on plague. Cholera 
is a disease of which few physicians in the 
western world have much clinical experience 

Yet it has been a scourge in the west. The 

history of the disease is summarized. From its 

foci in and near Bengal it spread out into the 

Middle East and Europe in great pandemics and 

only when public health control measures began 

to be applied, and improvement in sanitation 
and the provision of clean water-supplies oc- 
cured did cholera cease to be a serious recurring 
menace in Europe. The outbreak in Egypt in 
1947 with over thirty thousand cases and over 
twenty thousand deaths is a sharp indicator of 
what a cholera pandemic meant in Europe in 
comparatively recent times. A chapter deals 
with the world incidence of cholera in recent 
times, and then follow chapters summarizing 
studies on the bacteriology, immunology and 
investigation of bacteriophage in relation to 

Vibrio cholere. The pathology of the disease 

which is so much related to studies on water 

and electrolyte loss, and details of the clinical 
pathology and the ways in which laboratory 
studies may aid in diagnosis are included in 
separate chapters 

The monograph concludes with chapters on 
symptomatology, diagnosis, prognosis and treat- 
ment and on prevention and control of cholera. 

In collaboration with W. Burrows, Professor of 

Microbiology of the University of Chicago, Dr. 

Pollitzer has included an appendix on the 

methods for examination of cholera-suspect 

stools. Each chapter is followed by an extensive 

bibliography, and the book is completed by a 





BOOK REVIEWS 


detailed index. There is no doubt that this is 
a most useful summary and source-book of 
references on the many aspects of this disease 


Therapeutic Radiology. By WiuiamM T 
Moss, m.p. St. Louis: The C. V. Mosby 
Co.; London: Henry Kimpton, 1959 
Pp. 403. Illustrated. Price 935. 6d 

In the preface the author states that he has not 
written a recipe for radiotherapy or attempted 
to produce an encyclopedia on the subject. A 
wide range of the common clinical problems 
met with in radiotherapy is dealt with in a 
practical and attractive manner, 
preliminary discussion on radiation effects upon 
the normal 
essential pathology, technique and prognosis 
Every chapter is well supported by 
bibliography. Little criticism, if any, can be 
made of the occasional omission inevitable in a 
book of this kind. The value of the book is little 
affected by the absence of references to the use 
of differentially loaded radioactive containers in 
the implant of a tongue cancer, or to cancer of 
the anus, some early cases of which may respond 
well to local radiotherapy. The objective—to 
provide an introduction to selected clinical prob 
lems in therapeutic radiology and 
philosophy of radiotherapy which will lead to 
improved patient care 
in confining himself to these objects, no attempt 
is made to include physics or radioactive isotope 
therapy. Within these limitations this is a sound 
and balanced book on radiotherapy which should 
provide useful additional reading for the trainee 
radiotherapist, and easy revisionary reading for 
those more established in this specialty 


including a 


tissues and organs concerned 


an ample 


cxpress a 


has been achieved, and 


Institutional Neurosis. By RussELL BARTON, 
M.B., M.R.C.P., D.P.M. Bristol: John 
Wright & Sons Ltd., 1959. Pp. 56 
Price 8s. 6d. 

MENTAL hospitals are reported to have improved 
greatly in the last few years. This book indicates 
clearly that such improvement was seriously 
overdue. Dr. Barton gives the 
being an angry young doctor but it must, as 
Dr. Noel Harris says in a foreword, have 
required considerable moral courage to write 
this book. It is a plea for rehabilitation from the 
moment a patient is admitted, with a reduction 
in the use of tranquillizers, a changed attitude 
in the medical and nursing staff and the pro- 
duction of a ‘friendly, homely, permissive ward 
atmosphere’, The author claims that institutional 
neurosis is a disease entity which must be dif- 
ferentiated from the disorder for which the 
patient has been brought into hospital. ‘The book 
should be widely read. 


impression of 


Arthritis: General Principles, Physical Medi 
cine and Rehabilitation. Edited by 
Epwarp W. LowMaN, M.D. London: 
J. & A. Churchill Ltd., 1959. Pp. 292. 
Illustrated, Price 68s. 

[ue title of this book is somewhat misleading 

It is concerned with the problems of the patient 

disabled with arthritis and not so much with the 

study of the diseases themselves. No-one could 
call it an interesting book to read and in places 
the English is really deplorable. The contribu- 
tors are mainly drawn from Professor Lowman’s 
unit at the Bellevue Medical Center, New York 
They are much concerned with the imponder- 
ables that go to make up that most important 
quality we call ‘morale’. It aims at giving those 
who come in contact with these unfortunate 
cripples an ‘understanding heart’ and tells them 
of practical methods of overcoming or circum- 
navigating their disabilities. Brief mention is 
made of the anatomy, pathology and the clinical 
features of the various arthritides and there are 
two good chapters on the examination of joint 
prescription of home exercise 
programmes. Much is made of gait training, 
the prescription of sticks and crutches and the 
testing and training in the ‘activities of daily 
living’. About a third of the book is by almoners 
and other social workers concerned in the after- 
care of the disabled arthritic patient. There are 
good chapters on wheel-chair prescription and 
self-help devices but no mention is made of the 
value of exercise apparatus for use at home. 
This book should be of value to occupational 


range and the 


therapists, gymnasts, almoners and other social 
workers and public and voluntary agencies con 
cerned with the care of the disabled arthritic 


The Golden Age of Quackery. By STEWART! 
H. Hotsrook. New York and London: 


The Macmillan Co., 


Price 34s. 6d. 


1959. Pp. 302. 


\MERICANS always do things in a big way—and 
medical quackery is no exception. In the patent 
racket they produced the biggest, 
most flamboyant and most blatant exploitation 
of human credulity that the world has ever 
In its heyday it was a masterpiece of 
brazen effrontery, perpetrated with supreme 
skill, a complete lack of morals and a deep 
understanding of human nature. The story of 
these artists in quackery was well worth telling, 
and Mr. Holbrook has done full justice to them 
His book is a mass of carefully compiled infor- 
mation presented in the best American jour- 
nalistic style—concise, clear and pleasantly 
sprinkled with wisecracks. 

However much one condemns these kings 
and queens of quackery, one cannot help ad- 


medicine 


seen 





408 


miring their skill—and their courage. For 
theirs was no easy life. The law, as well as dis- 
satisfied customers were always on their trail, 
life was one long trek, and the ability to 
make a quick get-away was a sine qua non of 
success. They knew from hard experience the 
full implication of the law of the survival of the 
fittest. Mr. Holbrook has provided them with 
a fitting memorial—as fascinating as it is in- 
formative. As a picture of human frailty and 
how it can be exploited, it could scarcely be 
bettered. 
NEW EDITIONS 

Practical Procedures in Clinical Medicine, by 
R. I. S. Bayliss, M.p., F.R.c.P., in its third 
edition (J. & A. Churchill Ltd., 42s.) retains all 
the excellent predecessors 
With ruthlessness, which so 
few authors possess, deletions compensate for 
additions, with the result that the reader has a 
new edition which has been modernized without 
enlargement. The great merit of this book is, 
and always has been, that it is written by one 
His approach to 
summed up in the 


attributes of its 


a commendable 


who is primarily a clinician 
the subject is admirably 
following sentence from his preface. ‘In con- 
junction with a carefully taken history, which in 
my opinion is still the most important single 
step in making a diagnosis, and a complete 
physical examination, these procedures are of 
inestimable benefit to the patient by increasing 
the accuracy of diagnosis and controlling treat- 
ment’. As a guide to these ‘practical procedures 
in clinical medicine’, the clinician will go far 
before he finds a better one than this. 


Christopher’s Minor Surgery, edited by Alton 
Ochsner, M.D., F.A.c.S., and Michael E. DeBakey, 
M.D., F.A.c.S. (W. B. Saunders Co., 73s. 6d.). 
The eighth edition of this well-known textbook 
is very member of a 
surgical department who would not find it 
helpful. It is edited by Alton Ochsner, the 
trainer of more successful surgeons than any 
other American, and Michael DeBakey, his 
most brilliant pupil, and it is addressed to the 
American surgical resident, a post that carries 
more responsibility and less supervision than 
that of surgical registrar in England. It covers 
not only minor surgical methods, but a wide 
range of surgical diseases and injuries that do not 
necessarily demand admission to hospital or a 
major operation. The illustrations are good. 


welcome. There is no 


Surgical Technique, by Stephen Power, M.s., 
F.R.C.S., in its second edition (William Heine- 
mann Medical Books Ltd., 40s.), has been 
revised and certain chapters have been largely 
rewritten. Alterations and additions are found 
particularly in the sections dealing with asepsis 
in theatres, catheter drainage, wound shock, and 
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instruments. This valuable little book deals 
with a great many technical aspects of the sur- 
geon’s work which tend to be neglected in text- 
books of surgery and operative surgery. The 
craftsmanship of the surgeon is analysed in 
detail and in a clear way which provides valu- 
able reading for any young ’urgeon. The ‘tricks 
of the trade’ are described, usually with a 
common-sense account of the reasons why 
certain techniques are to be preferred and of 
the pitfalls that must be avoided. Even the 
experienced surgeon will find much in this book 
to interest him and to stimulate his thoughts 
about technical detail. 


Synopsis of Gynecology, by R. J. Crossen, M.D., 
D. W. Beacham, M.p., and W. D. Beacham, 
M.D., in its fifth edition (Henry Kimpton, 48s. 
6d.), is mainly for those not intending to practise 
gynecology. It is up to date and comprehensive 
and therefore lacks balance because of the 
shortened text. It is a book for revision rather 
than for a first reading. A good point is the list of 
selected references at the end of each chapter, 
but naturally these have an American bias. On 
some matters, such as the use of thyroid and the 
place of the Manchester operation, many British 
gynecologists would disagree with the authors. 
Rightly, surgical detail is omitted. The index is 
first-class. The price is high though this is 
understandable as the production is excellent. 


Surgery for Nurses, by James Moroney, F.R.C.S., 
sixth edition (E. & S. Livingstone Ltd., 30s.).— 
The presentation of the material in this edition 
remains attractive in that a great volume of 
information is presented in easily assimilable 
short sections. This feature, together with the 
numerous illustrations, makes an important con- 
tribution to the ease of learning of the nurse 
who is becoming as overburdened as her medical 
student counterpart. The awareness of nursing 
problems is a credit to the author, and his 
pertinent observations on the importance of 
the recent waves of hospital infection are illustra- 
tive of the extensive revision which he has 
undertaken. Without hesitation this book is 
strongly recommended. 





The contents of the April issue, which will contain a 
symposium on ‘Allergy’, will be found on page A158 
at the end of the advertisement section. 





Notes and Preparations see page 409. 
Notes from the Continent see page 413. 
Fifty Years Ago see page 415. 
Motoring Notes see page A 101. 
Travel Notes see page A 105. 

Bridge Notes see page A 109. 





CoRRIGENDUM.—On p.172 of our February issue, the 
dosage of orphenadrine (‘disipal’) mentioned in line 35 
should read ‘four 50-mg. tablets daily’. 
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Set Fair 
at the 
Menopause 


Menopausal symptoms 
are due to hormone 
deficiency therefore the 
rational treatment is 
replacement with the 
physiologically balanced 
hormones in Mixogen 


Each tablet contains: 


Ethinyleestradio! 
MIXOGEN =: 
Methy!testosterone 


TABLETS | 36mg. 





* Control is achieved without withdrawal 
bleeding. 


* Emotional balance is restored naturally. DOSAGE: 


| or 2 tablets daily 
* Low dosage, low treatment cost. 


ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.€.2 





NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘EFCORTELAN SOLUTION TABLETS ’ each contain 
100 mg. of hydrocortisone (as hydrocortisone 
sodium succinate) and are intended for use as 
a retention enema in ulcerative colitis. They are 
said to enable hydrocortisone solutions for rectal 
infusion to be prepared more cheaply and easily, 
and ‘effectiveness of treatment is soon apparent’. 
Available in boxes containing a sealed metal foil 
strip of 7 tablets to cover one’s week's daily 
treatment. (Glaxo Laboratories Ltd., Green- 
ford, Middlesex.) 


‘FovaNe’ tablets each contain 50 mg. of benz- 
thiazide and are indicated ‘in all conditions in 
which diuretic therapy is required’. Their ad- 
vantages are said to include rapid and prolonged 
action, high potency, low toxicity and ‘excellent 
toleration’. Available as scored tablets in bottles 
of 30, 100 and 500. (Harvey Pharmaceuticals, 
137-139 Sandgate Road, Folkestone, Kent.) 


*MEDRO-CORDEX’ tablets each contain 1 mg. of 
methylprednisolone and 300 mg. of acetyl- 
salicylic acid, and are intended for the treatment 
of ‘mild to moderately severe musculoskeletal 
conditions’. Their advantages are said to include 
rapid relief of pain, immediate improvement in 
stiffness, and minimal undesired effects. They 
should be used with caution in the presence of 
infection, diabetes, and osteoporosis. Available 
in bottles of 30 and 100 tablets. (Upjohn of 
England Ltd., Fleming Way, Crawley, Sussex.) 


“MELSEDIN’ tablets each contain 150 mg. of 
methaqualone hydrochloride, ‘an entirely new 
non-barbiturate hypnotic’, and are intended for 
the treatment of insomnia ‘whatever the 
etiology’. Their hypnotic effect is said to start 
ten to twenty minutes after administration and 
to last for six to eight hours, the patient awaken- 
ing ‘refreshed and without hangover’. No serious 
side-effects have been reported. Available in 
bottles of 25, 100 and 500 tablets. (Boots Pure 
Drug Co. Ltd., Station Street, Nottingham.) 


ROYAL SOCIETY OF MEDICINE 
THE next meeting of the Section of General 
Practice will be held at 8.15 p.m. on Wednesday, 
March 16, when the subject for discussion will 
be ‘What is a Family Doctor?’. The opening 
speakers will be Dr. W. W. Fulton, Dr. Harvey 
Flack, and Sir Frank Newsam 


FILM NEWS 
A Show of Hands (16 mm., colour, sound; 
running time 24 minutes) is a dramatized story 
of the introduction of ‘phisoHex’ (alkylphenoxy- 


polyethersulphonate and colloidal hexachloro- 
phene) as a means of tackling cross-infection in 
a hospital, and shows how its use in ‘scrubbing- 
up’ produced a remarkable reduction in bac- 
teria counts. Available on free loan for showing 
to medical audiences upon application to Mr. 
J. A. Green, Bayer Products Ltd., Kingston- 
upon-Thames, Surrey. 


FORTHCOMING CONFERENCES 
Partnership in Preventive Medicine will be the 
subject for discussion at the second joint con- 
ference between the Society of Medical Officers 
of Health and the College of General Practi- 
tioners, to be held at the Medical School, 
University of Birmingham, Edgbaston, during 
the weekend, July 16 to 17, 1960. 


An International Symposium on Cybernetic 


Medicine will be held in Naples later this year. 
Full details may be obtained from the Secretary- 
General, International Society of Cybernetic 
Medicine, Via Roma 348, Naples, Italy. 


The 1960 European Congress of Aviation Medi- 
cine will be held in London from August 29 to 
September 2 inclusive. Full details may be 
obtained from The E.C.A.M. (1960) Congress 
Secretary, c/o British European Airways, Cen- 
tral Medical Clinic, London Airport (North), 
Hounslow, Middlesex. 


‘CLINICAL RADIOLOGY’ 
Clinical Radiology is the new title of the journal 
of the Faculty of Radiologists. For the last ten 
years it has appeared under the title of the 


> 


Journal of the Faculty of Radiologists. What an 


editorial describes as the ‘change to a less 
parochial title’ has been made because of ‘the 
increasing circulation and the international 
status now enjoyed by the journal’. The change 
of title has been accompanied by a change of 
publisher. It is emphasized that the change of 
title ‘implies no change in policy which remains 
as before, the publication of scientific papers of 
interest to diagnostic radiologists and to radio- 
therapists, with the main emphasis on, clinical 
radiology’. The journal is published quarterly 
(subscription £3 3s. per annum) and the new 
publishers are E. & S. Livingstone Ltd., Teviot 
Place, Edinburgh. 


DOCTORS’ CATHEDRAL WINDOW 
A sum of £1000 has been contributed by the 
medical profession for the doctors’ window in 
Guildford Cathedral. At a ceremony in Guild- 
ford last month Dr. G. I. Watson, the chairman 
of the Doctors’ Cathedral Window Fund, pre- 
sented a cheque for this sum to Miss E. Iredale, 
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the secretary of the Guildford New Cathedral 
Council. The stained glass panels are now on 
display at the Cathedral 


VITAL STATISTICS 

INFANT mortality and stillbirths are steadily 
declining in England and Wales, according to 
a statement issued by the Registrar General. 
Provisional figures show that in 1959 the infant 
mortality rate was down to 22 per thousand 
live births, compared with 22.6 in 1958 and 
32.4 in 1949. There 15,889 stillbirths, 
which represents a rate of 20.7 per thousand 
total live and stillbirths, compared with 21.6 
in 1958 and 22.7 in 1949 


were 


DRUG EXPORTS 

IN 1959, exports of British drugs and medicines 
reached a record figure of over £40 million, an 
increase of {2.4 million over 1958. Well over 
one-quarter of the British pharmaceutical in- 
dustry’s production is being exported 
Australia headed the list of customers, taking 
£3.98 million, followed by Nigeria (£2.64 
million). Exports to the United States of 
America rose from {£1.08 million in 1958 to 
£1.15 million in 1959. Antibiotics alone were 
responsible for {7.9 million 


now 


INCIDENCE OF RABIES 
Or the 75 countries 
details to the World Health Organization, 52 
report that rabies is present, whilst 23 report 
that they have no rabies. The highest incidence 
is in the Phillipines where, in 1958, there were 
145,439 cases in with 217 deaths. The 
countries in which there is no rabies include 


which have submitted 


man, 


Norway, in which no case of rabies in animal or 
man has been reported since 1809, and the 
United Kingdom where there has been none 
since 1922. The source of infection varies from 
country to country. In Canada, Czechoslovakia 
and Germany the fox 
infection, whilst in Iran rabid wolves are the 
greatest danger. Although the dog is still mainly 
responsible for the transmission of the disease 
in the United States, the bat is assuming in- 
creasing importance in this role. Of the 11 
deaths from reported in the United 
States in 1958-59, three were attributed to the 
bites of bats. 


is the main source of 


rabies 


HORMONE CREAMS 
A TEST, carried out by Consumers’ Association 
Ltd., in which the effect of a non-hormone face 
cream was compared with that of a hormone 
face cream, showed that ‘over a six-week period 
there was no evidence of any superiority of the 
hormone cream over an ordinary face cream’, 
according to a report in the February issue of 
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Which?. The cost of the ordinary face cream, in- 
cluding packaging, was less than 2s. a jar, and 
the jars contained about a third more than the 
small jars of the hormone cream which cost 
27s. 6d. The report concludes: ‘Because our 
test showed that one hormone cream did not 
have any rapid and marked improvement on 
the skin, and because there is no conclusive 
published evidence that cestrogenic hormones, 
in the quantities and concentration normally 
used, are any better than ordinary face creams, 
Consumers’ Association sees no reason for 
buying them’ 


JUVENILE OBESITY 
‘JUVENILE obesity reminds me more and more 
of St. Paul’s doctrine of original sin. ‘“That 
which I do I allow not: for what I would, that do 
I not; but what I hate, that do I.” “Diet 
doesn’t satisfy him: I can’t help it’. “I see 
another law in my members, warring against 
the law of my mind”. “There’s nobody can 
force me to diet if I don’t want to’’. 

The few successes in treating obesity occur 
where family morale is high. The many failures 
are all too clearly due to sloppy parenthood. A 
mother indignantly flung at me ‘Why, that'd 
mean he’d have to go hungry’’. Which is but the 
scientific truth. As St. Augustine confessed, 

What is enough for health is too little for 
pleasure’. This year many doctors have sent 
to me big plump 12-year-old 
suspicion of glandular disorders causing genital 
underdevelopment. In every case they have 
turned out to be normal, the burly physique 
giving a false expectation of genital puberty 
development before it was in fact due’. Dr 
Cedric C. Harvey in the Annual Report for 
1958 of the County Medical Officer of the West 
Riding of Yorkshire 


boys on the 


TRANQUILLIZERS, ALCOHOL, AND 
DRIVING 

PATIENTS obliged to take chlorpromazine should 
be warned that the use of alcohol greatly in- 
creases the dangers of complex machinery, 
including automobiles’, according to G. A 
Zirkle et al. (7. Amer. med. Ass., 1959, 171, 
1496), as a result of an investigation carried out 
on 24 volunteers. Chlorpromazine alone im- 
paired performance, but the impairment caused 
by alcohol with chlorpromazine was significantly 
greater, especially so far as coordination and 
judgment were concerned. 


PEDESTRIAN NURSES 
MANY a patient lying in bed in hospital must 
have wondered how far the nurses walked in 
the course of a day. The answer is provided by 
a report from the Royal Free Hospital (Nursing 





INNOUNCEMENTS 














IN RHEUMATOID ARTHRITIS 


“The safest effective corticosteroid I 
have used.”*! 

“Triamcinolone lacks the sodium-retain- 
ing and oedema-producing effects of 
most other glucocorticoids.”’? 

“It (triamcinolone) may also be the 
steroid of choice for patients in whom 
psychic stimulation, euphoria, voracious 
appetite, and weight gain should be 
avoided.” 

“This new steroid possesses a very high 
order of anti-rheumatic potency . . .””3 


1. J. Amer. Med. Ass. 167:8:973-96 (June 21) 1958 
2.J.Amer.Med.Ass. 169:257 (Jan. 17) 1959 
3. Arthritis and Rheumatism: 1:218 (June) 1958 


IN PSORIASIS & OTHER DERMATOSES 


“Most useful of the steroids in the 
treatment of various skin diseases.’’4 
“A potent anti-allergic compound.’ 
“LepeRCORT applied topically exerts 
marked anti-inflammatory, anti-allergic 
and anti-pruritic effects over a wide 
range of dermatoses."’® 

4. Lancet, 1:718, 1959 

S. Allergy: 28:97, 1957 

6. So.Med.J. 52:330, 1959 
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TRIAMCIN@LONE FEGO. TRADEMARE 


TABLETS Oral tablets of 2 mg. and 4 mg. scored for 
easy division. 2 mg. Bottles of 30, 100 and 
500. 4 mg. Bottles of 30, 100 and 500 


CREAM Non-greasy water-miscible base. Tubes of 5 
TRIAMCINOLONEACETONIDE 0.1 Gm. and 15 Gm 
and now LEDERCORT Greasy, petrolatum base. Tubes of 5 Gm 
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‘Mysoline’ opens a window on a new world 


To THE EPILEPTIC CHILD, ‘Mysoline’ can The place of ‘Mysoline’ in juvenile 
bring new-found confidence and alertness. | epilepsy is now well documented in the 
It enables the child to enjoy normal | literature. 

activity in a safe and healthy environment. | 

‘Myso line er often be used with advan- | Available in tablets of 0.25 G. and as a palatable 
tage in cases already controlled with other | oral suspension. Basic N.H.S. costs : 4/4d. for 30 


drugs but where freedom from hypnotic | japjers dispensed from packs of 1,000, and 5/8d. 
effect would be desirable. for 100 ml. of Suspension. 


Mysoline greatly valued in the treatment of epilepsy 


TRADE MARK 


Primidone B.P 


IMPERIAL CHEMICAL INDUSTRIES LIMITED PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE 
Ph.s 
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Mirror, 1960, 109, vii). A student nurse on day 
duty walks up to 7} miles; on night duty she 
walks up to 12} miles. Sisters tend to walk 
farther than nurses. Thus, in a surgical ward 
of 27 beds, the sister averaged 10} miles daily, 
compared with the maximum of 7} miles by 
student nurses. The medical ward sister has an 
easier time in this respect: in a 32-bedded 
medical ward she averaged only 54 miles. These 
figures were obtained by the use of a pedometer 
which was worn by 20 members of the staff for 
periods of up to one week. 


KNOTTING OF THE BOWEL 
KNoTTinG of the bowel, according to N. J. 
Weinberg (Proceedings of the Mine Medical 
Officers’ Association, 1958, 38, 57) is a not 
uncommon cause of intestinal obstruction in 
Africans. It is the result of two loops of bowel, 
usually in the lower ileum, becoming tied to- 
gether like the second half of a bow knot. The 
most important factor in its etiology is con- 
sidered to be mobility of the bowel resulting 
from a long mesentery. The mechanism is set 
in motion when, for some reason, two loops of 
bowel cross each other. One loop may have 
undergone a twist, or both may have twisted in 
opposite directions. The knotting then follows, 
probably as the result of irregular peristalsis. 
Strangulation sets in early, and the viability of 


the gut may become seriously impaired within 
a few hours. Another factor is sudden over- 
loading of the bowel after a period of fasting. 
Details are given of four cases which came to 


operation. The clinical features are usually 


those of acute small bowel obstruction. 


BOSTONIAN RECORDS 

Two recent reports in American medical 
journals suggest that Boston—of all places—is 
in a record-making mood. D. J. Marchant and 
J. H. Hobika (¥. Amer. med. Ass., 1959, 171, 
2418) claim to have transfused the largest 
volume of blood ever recorded within a period 
of twenty-four hours, whilst N. J. Fiumara and 
H. White (New Engl. 7. Med., 1960, 262, 31) 
record what they claim to be the oldest patient 
with primary syphilis. The subject of the blood 
transfusion record was a 43-year-old woman 
who underwent an operation lasting eleven 
hours for an endometrial stromal-cell sarcoma. 
During the 24-hour period which included the 
marathon operation she received 95 pints 
(54,000 ml.) of whole blood. The patient was 
‘discharged afebrile and essentially well, except 
for residual drop-foot on her 41st postoperative 
day’. 

The venereologists’ record was an 81-year- 
old Negro who presented with a penile lesion 
and was found to have primary syphilis. He 
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admitted sexual exposure with four different 
women during a period of approximately three 
months. With true Bostonian modesty, the 
authors state: ‘It is not our intention to initiate 
an international contest among physicians over 
who has had the oldest patient with primary 
syphilis’. 


FLAT-FOOTED DANES 
Over 25% of young Danes have flat feet, 
according to a recently published report by a 
military doctor who has analysed the medical 
records of 10,000 18-year-old Danes eligible for 
military service. The actual incidence among 
these 10,000 young men was 2,652. 


DRUG SAMPLES 

AN enterprising citizen of Chicago has admitted 
to having engaged for twenty-five years in the 
business of buying drug samples from a 
hundred doctors and reselling them to drug 
stores. In reporting this, the AMA News 
laconically adds: ‘Legality of the operation is 
being checked’. 


HULA HOOP IN JAPAN 

Tue hula hoop craze has apparently spread to 
Japan. In view of widespread reports of its 
possibly harmful effects, an investigation into 
the ‘exercise intensities of this sport’ has been 
carried out in the Department of Hygiene in 
Tokushima University. In reporting the find- 
ings, Saburo Usutani and his colleagues 
(Shikoku Acta Medica, 1959, 15, 1) conclude 
that ‘this sport seems to play an important role 
in increasing the health of home ladies who are 
short of exercises’. 


STUNG TO HEARING 
ACCORDING to a Press report, a French peasant 
who had been completely deaf for forty years 
had his hearing restored after being stung 
behind the ear by two wasps. He was stung 
when he disturbed a wasp’s nest with his 
scythe. Two days later, while walking across a 
stone floor, wearing clogs, he suddenly heard 
the sound of his footsteps. His hearing is now 
said to be completely normal. 


PUBLICATIONS 
Significant Trends in Medical Research, edited 
by G. E. W. Wolstenholme, M.D., M.R.C.P., 
Cecilia M. O’Connor, s.sc., and Maeve 
O’Connor, B.A., is the tenth anniversary sym- 
posium of the Ciba Foundation. A galaxy of 
leading research workers describe ‘those de- 
velopments in the past ten years which they 
believed could prove to be most significant in 
the next ten years’. The quality of the sym- 
posium can be gauged from the fact that the 
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alphabetical list of participants begins with 
Lord Adrian and ends with F. G. Young, and 
in between are to be found such distinguished 
names as Sir Macfarlane Burnet, Sir Hans 
Krebs, and R. F. Loeb. It is a stimulating book 
which will appeal to all thoughtful practi- 
tioners. (J. & A. Churchill Ltd., price 50s.) 


Coronary Artery Disease in General Practice is a 
special issue of “The North-West England 
Faculty Journal of the College of General 
Practitioners’, devoted to the symposium on 
this subject held in Manchester last April, 
under the chairmanship of Sir Robert Platt. It 
is an admirable review of the subject which will 
well repay the careful attention of all practi- 
tioners. 


Letters to an Expectant Mother, by W. I. C. 
Morris, F.R.C.S.ED., F.R.C.0.G., is a series of 
realistic letters written by a godfather who 
happens to be a doctor and a skilled obstetrician 
to his godchild, the daughter of his best friends, 
when expecting her first baby. Written in a 
friendly and easy style the letters contain 
accurate information on almost everything that 
an intelligent young woman pregnant for the 
first time would like to know or should be told 
about pregnancy and labour. The letters cover 
a wide range of subjects from the diagnosis and 


simple physiology of pregnancy and the course 
of labour to an appreciation of antenatal care 
and the financial benefits payable to the mother 


under the National Health Service. This 
Family Doctor booklet can be recommended 
with confidence to any reasonably intelligent 
expectant mother. (British Medical Association, 
price 1s.) 


Care of the Dying, by Cicely Saunders, M.B., 
B.s.—Dr. Saunders was trained as a nurse and 
an almoner before being a doctor, and has also 
taken a degree in philosophy and economics at 
Oxford. She writes of the care of the dying 
with specialized knowledge and with deep 
human understanding of the spiritual issues in- 
volved, and this little book, containing six 
articles reprinted from the Nursing Times, will 
be really helpful to practitioners as well as to 
the nurses for whom it is primarily intended. 
(Macmillan & Co. Ltd., price 2s.) 


Mental Health Problems of Automation (WHO 
Technical Report Series No. 18) is an interest- 
ing review of the more general aspects of a 
problem which will assume increasing im- 
portance in the next few years. (H.M. Stationery 
Office, price 1. 9d.) 


Artificial Insemination by Donor, contains two 
memoranda on this subject submitted to the 
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Departmental Committee on Artificial Insemi- 
nation last year: one by the Archbishop of 
Canterbury, and one by the Bishop of Exeter on 
behalf of the Church of England. The former 
advocates prohibition by law; the latter recom- 
mends a statutory declaration that, though not 
prohibited, it should be regarded as ‘unlawful’ 
in the sense of being against the public good. 
(Church Information Office, Church House, 
Westminster, price 2s.) 


Morality and the Homosexual, by Rev. Michael 
J. Buckley, D.p., provides a reasoned review of 
the attitude of the Roman Catholic Church to 
homosexuality. The main aim of the book is to 
provide practical pastoral guidance to the priest 
and confessor in his dealings with homosexuals. 
(Sands & Co. (Publishers) Ltd., price 16s.) 


Directory of District Nursing and Street Lists for 
London lists streets and places in the County of 
London and indicates the District Nursing 
Association working in each. Also included are 
notes on services provided by the L.C.C., with 
a list of Divisional Health Offices and of Home 
Help Offices, and Metropolitan, City and 
Borough Councils. (Central Council for District 
Nursing in London, 25 Cockspur Street, Lon- 
don, S.W.1, price 3s. 6d. post free.) 


Supplement to the Register of Technicians in 
Venereology (1958 Edition) contains lists of 
additions, deletions and corrections to the 1958 
edition of the Register. Obtainable from the 
Board of Registration of Medical Auxiliaries, 
B.M.A. House, Tavistock Square, London, 
W.C.1. 


Relation of Alcohol to Road Accidents is the 
report of the committee appointed by the 
Council of the British Medical Association t 
revise the report on this subject published by 
the Association in 1935. (British Medical Asso- 


ciation, price 2s. 6d.) 


OFFICIAL PUBLICATION 

Drug Addiction is the interim report of the 
interdepartmental committee on drug addiction. 
It recommends that ‘in general any drug or 
pharmaceutical preparation which has an action 
on the central nervous system and is liable to 
produce physical or psychological deterioration 
should be confined to supply on prescription’. 
It further recommends that ‘an independent 
expert body shall be responsible for advising 
which substances shall be so controlled’. The 
report also discusses the problem of addiction 
to anzsthetic (H.M, Stationery Office, 
price 6d.) 
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NOTES FROM THE CONTINENT 


A European Newsletter 


BELGIUM 


The suprarenals and hypertension.—In a paper on 
the role of the suprarenals in essential hyper- 
tension, read before the Royal Academy of 
Medicine of Belgium, P. A. Bastenie and his 
colleagues discussed their findings in 15 patients 
with severe hypertension of the malignant type 
who were submitted to total bilateral adrenalec- 
tomy. In those in whom adrenalectomy was 
followed by a fall in the blood pressure they 
found that the administration of aldosterone or 
cortisone resulted in a return of the hyper- 
tension. On the other hand in patients who had 
no hypertension before adrenalectomy, the ad- 
ministration of aldosterone or cortisone pro- 
duced no rise in the blood pressure. Their con- 
clusion is that, although the corticosteroids can 
produce hypertension, the mechanism whereby 
this is carried out is still obscure and requires 
further investigation. 


A new coronary vasodilator.—Experimental de- 
tails of a new coronary vasodilator (L.2329), 
which has a prolonged action of rapid onset, 
and is said to be free of undesiralle effects, have 
recently been reported by R. Charlier. Findings 
in the dog, the cat, the rabbit, the rat, the 
guinea-pig and the frog, are said to have shown 
that L.2329 is a more potent coronary vaso- 
dilator than any other known drug. Its anti- 
spasmodic action is on all smooth muscle, but 
it is effective on the musculature of the coronary 
arteries in much smaller doses than in the case 
of smooth muscle elsewhere. This means that 


a coronary vasodilator action is obtained without 
any fall in systemic blood pressure. Doses 
which have an appreciable effect on coronary 
blood flow have no effect upon the ‘dynamics 
of the heart’ or on the regulators of arterial 
blood pressure. 


Prostitution and venereal disease.—In 1948, the 
official control of prostitution by the police was 
abolished in Belgium, and severe penalties were 
introduced for anyone concerned with the en- 
couragement of prostitution—whether by run- 
ning brothels or in any other way. This, how- 
ever, according to M. Craps, has had little, if 
any, effect on the problem. The old official or 
clandestine prostitution has now been replaced 
by what is described as ‘occasional’ prostitution 
on a much wider scale and involving all ranks 
of society. In spite of this, Craps insists that 
the reintroduction of official control of prosti- 
tution would be a mistake, as, even with the 
medical supervision which accempanied it, it 
had little value in the control of venereal disease. 
As an alternative he recommends the extension 
of the law introduced in 1945, whereby anyone 
in an infectious stage of venereal disease was 
compelled to undergo treatment. At present 
this law really only applies to patients who are 
found to be suffering from venereal disease. 
Craps’ suggestion is that it should be made 
applicable to anyone found guilty under the 
1948 law, who is suspected of having some form 
of venereal disease. 


GERMANY 


Ligation of the 
satisfactory 


Surgery and angina pectoris 
internal mammary artery 
method of treatment of angina pectoris, accord- 
ing to O. Colombo and L. Taborsky. They 
report 10 cases in which a satisfactory response 
was obtained. All ten patients had failed to 
respond to medical treatment, and in each one 
there was complete remission of symptoms fol- 
lowing operation. In some this freedom from 
symptoms persisted for several years. In most 
cases there was a corresponding improvement 
in the electrocardiogram. The improvement is 
attributed to an increased coronary blood flow. 
Ligation was performed on the right side, and 
there were no operative or postoperative com- 
plications. Attention is drawn to the fact that 
ligation of the internal mammary artery is of 
doubtful value in patients who have had a 


is a 


myocardial infarction—even if this has been a 
considerable time before. 


A thermo-plastic splint.—Details are given by 
W. Winter of a thermo-plastic splint which he 
has found of particular value in the treatment 
of sports accidents. The substance of which it 
is made has a specific weight of 1.2, a softening 
temperature of 60°C., and a melting temperature 
around 170°C.; it is chemically inert, water- 
proof and non-toxic. At room temperature it 
feels horny to the touch. When warmed to a 
temperature of 70°C.—either by being placed in 
warm water or by any other method—it assumes 
a consistency which makes it pliable and easily 
applied. It should not be applied too tightly, 
and some form of padding must be placed 
underneath it—a thin layer of foam-rubber is 
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recommended for this purpose. The material is 
reasonably penetrated by x-rays and the under- 
lying bone can be seen quite clearly. 


Dangers of dry ice.—Attention is drawn by 
W. Lénnecke to the dangers of using dry ice 
instead of water ice for medical purposes. The 
danger arises as a result of the increasing use 
of deep-freeze in catering establishments, and 
the fact that the temperature of dry ice is —75°C. 
He gives details of the case of a 30-year-old 
man who had ice-bags prescribed by his doctor 
for subacute appendicitis. The patient obtained 
dry ice from the deep freeze of a neighbouring 
hotel to fill the bag. Some twenty minutes 
after the application of the ice-bag a board-like 
freezing of the skin developed, and in another 
half-hour the man was in a state of shock, which 
required treatment by cortisone and circulatory 
stimulants. When he was admitted to hospital, 
the skin of the right lower abdomen was deep 
red in colour and covered with blisters. This 
went on to necrosis, and a skin graft was finally 
required to replace the destroyed skin. 


Automatic blood transfusion.—An automatic 
electric transfusion apparatus, which can be 
made quite cheaply by an efficient hospital 
electrical engineer, is described by T. Spataru 
and I. Nicodin. The apparatus is automatically 
switched off when the transfusion is finished 
and at the same time it rings a warning bell so 
that whoever is in charge of the transfusion 
knows that it is finished. The apparatus also 
maintains the transfusion solution at a constant 
temperature of 38°C. There is said to be no risk 
of air embolism. The major advantage claimed 
for the apparatus, of course, is that it reduces 
the necessity for constant supervision of the 
transfusion. 


‘Bedding stations’.—Hospital infection, or ‘hos- 
pitalism’ as it is commonly referred to, is prov- 
ing as serious a problem in Germany as in this 
country. The view is gaining ground that in- 
adequate disinfection of beds is an important 
contributory factor, and that it is as essential to 
disinfect the actual bed as the bed clothing. In 
order to cope with this problem a suggestion 
has been put forward for the establishment of 
‘bedding stations’. Such a ‘bedding station’ is 
described by G. Lang. It consists of a special 
room to which a hospital bed is removed as soon 
as it is vacated. Here the bed and the mattress 
are disinfected by a combination of disinfectant 
and ultra-violet light. Having been disinfected, 
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it is then taken to another room where it is 
made up with fresh blankets and bed linen, and 
is then ready to be taken back to the ward 
wherever it is required. The advantages claimed 
for the ‘bed station’ are twofold. In the first 
place it ensures that the entire bed, and not 
merely the bed linen, is adequately disinfected. 
Secondly, it reduces the amount of work that 
has to be done by the nursing staff. So far as 
they are concerned, all that has to be done when 
a patient leaves the ward is that the vacated bed 
is removed to the ‘bedding station’ and replaced 
by a freshly made-up, completely disinfected 
bed from the ‘station’. 


German schoolboys.—Data on the height and 
weight of schoolboys in Hamburg are available 
from 1877, and W. Lenz and B. W. Ort have 
just published a report comparing the findings 
in the intervening period, 1877-1957. This 
shows that in 1957, high-school boys were 9.3 
to 17.4 cm. taller than boys of similar age in 
1877, and 3.0 to 3.6 cm. taller than those in 
1936. So far as weight is concerned the 1957 
boys were 8.1 to 14.01 kg. heavier than their 
predecessors of 1877. An increase in the cir- 
cumference of the chest was also noted. 


The cost of war.—At the end of March 1959 the 
number of disabled ex-service men and war 
widows and orphans in the Federal Republic 
and West Berlin was 3.5 million. This number 
includes 1,455,176 disabled men, and 1,172,350 
widows and widowers; the remainder were 
children who had lost either one or both parents. 
Of the disabled, 5°% were drawing 100% dis- 
ability pensions, and just under one-half of the 
total were drawing disability pensions of 50°%, 
or more. 


Some statistics —During the first four months 
of last year half the inhabitants of the Federal 
Republic, between the ages of 17 and 79, sought 
medical aid, and one-third visited a dentist. 
An analysis of the figures show that only 31°, 
of the farming population consulted a doctor, 
compared with 53% of civil servants and clerical 
workers, and 50% of professional workers. 
Figures recently published by the Federal 
Republic Statistical Office show a steady decline 
in many of the common infectious diseases. 
Thus, new cases of diphtheria fell from 40,548 
in 1950 to 5,091 in 1958, scarlet fever showed a 
decline in the same period from 86,924 to 
30,354, and typhoid fever from 5,472 to 1,648. 


‘Notes from the Continent’ are produced in collaboration with the Editors of Bruxelles-Médical 
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fifty Bears Ago 


‘Opsonin? What the devil is opsonin?’ 


George Bernard Shaw: The Doctor’s Dilemma. 


MARCH 1910 


EXPLAINING his choice of name for the condition 
he is describing, Frank Cole Madden, M.D., 
F.R.C.S., Professor of Surgery, Egyptian 
Government School of Medicine, and Senior 
Surgeon, Kasr-el-Ainy Hospital, Cairo, in the 
introductory article on ‘Quiet polypoid sarcoma 


John George Adami, M.D., F.R.S 
(1862-1926) 

of the nose’, writes ‘Microscopically, its struc- 
ture is that of a sarcoma; but it is almost in- 
credible that, in such a well-nourished situation, 
there is any form of sarcoma of such a low 
grade of malignancy as to produce so compara- 
tively little surrounding destruction, after such 
a prolonged period of growth . . . Tentatively 
... I have ventured to call the condition “‘quiet 
polypoid sarcoma of the nose”’ 

R. H. Jocelyn Swan, M.S., F.R.C.S., 
Assistant Surgeon to the Cancer Hospital, in 
his article on “The estimation of the functional 
activity of one or both kidneys’, states that 
‘much greater assistance in the estimation of 
the functional activity can be obtained . . . by 
the more recent methods of examination’, which 
include cystoscopy, colour cystoscopy, segrega- 


tion of urine from each kidney, ureteric 
catheterization, cryoscopy of the separated 
urines, and the passage of various substances 
by the kidney. 

‘The study of cardiovascular disease has 
received a great fillip during recent years on 
account of the adoption of graphic methods for 
recording the movements of the heart and 
vessels’, writes E. H. Colbeck, M.D., F.R.C.P., 
Physician to the City of London Hospital for 
Diseases of the Chest and to the Metropolitan 
Dispensary, in ‘Failure of the heart’. ‘In spite 
of the extravagant advocacy during recent years 
of the of hydrotherapy and special 
exercises in the treatment of cardiac failure’, he 
declares, ‘there is no therapeutic influence that 
compares in efficacy with physical and mental 
rest’. In ‘Some points in the treatment of tuber- 
culous disease of the knee’, C. Gordon Watson, 
F.R.C.S., Surgeon to the Metropolitan Hospital, 
London; Assistant Surgeon to St. Bartholo- 
mew’'s and St. Mark’s Hospitals, says: “There 
is no disease so insidious in its onset, so easily 
missed in early stages, or which, in its patho- 
logical changes, proceeds so inexorably to 
destruction if unrecognized or improperly 
treated’. 

Writing on “The theory of vaccine therapy, 
with some practical results’, J. George Taylor, 
M.D., F.R.C.P., Honorary Physician, General 
Infirmary, Chester, allies himself with those 
who doubt the value of the opsonic index as a 
guide to dosage. ‘Some very able workers have 
failed to secure anything like uniform results in 
estimating the index. This school says that the 
size and frequency of the dose of vaccine must 
be regulated by the clinical condition of the 
patient, as evidenced by the temperature, 
pulse, and general condition, and this is the 
check I have used in treating my cases’. 

Herbert J. Paterson, M.B., B.C., F.R.C.S., 
Assistant Surgeon to the London Temperance 
Hospital, in his article on “The treatment of 
patients before and after abdominal operations’, 
offers advice to those ‘who have to depend for 
their knowledge on the somewhat musty 
superstitions which still disfigure some of our 
textbooks’. He warmly recommends iodine 
paint for preparation of the operation site, and 
considers ether ‘a far more satisfactory anzs- 
thetic than chloroform’. He considers it safer, 
not less pleasant, and less depressing. “With 
ether the signs of shock are much less marked 
than with chloroform’. Although he believes 


value 
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in ‘shortening rather than lengthening’ the 
duration of rest in bed after operation, in the 
case of appendicectomy he recommends that 
the patient be kept in bed for a fortnight. ‘All 
patients should wear a firm binder or abdominal 
belt for six months and before discarding the 
belt should have abdominal massage for two or 
three weeks’. 

C. D. Lochrane, M.D., F.R.C.S., Honorary 
Surgeon, Derbyshire Hospital for Women, 
writes on ‘Chronic gonorrhcea in the female’. 
‘Whatever the ease or otherwise in diagnosis, 
the successful treatment of the condition is 
invariably difficult, calling for considerable 
exercise of patience and discretion on the part 
of the medical attendant’ 

‘Immunization’ by Sir Almroth Wright and 
his collaborators, reviewed in this issue, is 
hailed as ‘a volume of the highest value, and one 
which will rank with Ehrlich’s Collected Studies 
and Metchnikoff’s Immunity’. In the review of 
‘Inflammation’ by George Adami, Professor of 
Pathology, McGill University, the account of 
the opsonins is described as ‘singularly in- 
adequate, and the account of Wright’s funda- 
mental experiments quite misleading, since it 
would lead the reader to suppose that the 
change which takes place during immunization 
concerns the phagocytic powers of the leuco- 
cytes as well as the opsonic content of the 
serum’. The reviewer continues: ‘Modern re- 
searches on immunity have become so elaborate 
that any attempt to give a highly concentrated 
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account of them must necessarily lead to error, 
and Professor Adami’s book would gain in 
every way if they were excluded’. 

Of Italian descent, John George Adami was 
bora_in. Manchester and educated at the Man- 
chester Grammar School, Owens College, and 
at Cambridge, where he took firsts in both parts 
of the natural science tripos. He obtained his 
medical degree in 1887, and in 1892 became the 
first professor of pathology at McGill University. 
In 1919 he was unanimously elected Vice- 
Chancellor of the University of Liverpool, and 
from then until his death on August 29, 1926, 
filled that office with distinction. His work on 
‘Inflammation’, originally written for Allbutt’s 
‘System of Medicine’, was later published 
separately and reached its fourth edition in 
1909, the year in which his ‘Principles of 
Pathology’ was published. Modern textbooks 
still devote much space to his classification of 
tumours which first appeared in the Journal of 
Pathology and Bacteriology in 1902. 

Adami’s lectures and writings were eloquent 
testimony to his encyclopedic knowledge and 
his love of the spoken and written word. In 
addition to a love of literature he was a con- 
noisseur of music and painting. Although he 
felt that his efforts to establish pathology as 
something more than the handmaiden of 
medicine and surgery had, on the whole, been 
unsuccessful, he lived to see its scope greatly 
widened. 
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MOTORING NOTES 


To the Continent by Car 
By JOHN PRESTON 


THE arrangements for taking a car to the 
Continent have changed so much during recent 
years that I thought it might be worth while 
trying to summarize them in the space of this 
article. 
CHOICE OF ROUTE 

First of all there is the question of the best 
route to choose. People talk a great deal nowa- 


Fic. 1.—The ‘Lord Warden’ (right) and the ‘Maid of 
Kent’ (left) at the Dover Car Ferry Terminal 


days about the congestion on the most popular 


route or routes from Dover to Boulogne, Calais, 
Dunkirk and Ostend, and this is certainly true. 
It is difficult to specify either a definite port of 
arrival or a particular sailing from Dover during 
the peak holiday months. The shipping com- 
panies and the air ferries are doing their best to 
help this year by stepping up the frequency of 
their services as far as they can. The steamship 
services from Dover, for example, are going to 
be increased by as much as one-third during the 
peak periods, and it is estimated that there will 
be 16 sailings in both directions every 24 hours 
during August. At Lydd (Ferryfield) Airport, 
where the Silver City service operates, aircraft 
will leave the ground every few minutes during 
the busiest weeks. Thousands of motorists have 
already booked their car reservations for the 
holiday months, and practitioners who have not 
yet made up their minds may well think it is too 
late to consider going to the Continent this year. 
There are two comments to make about this. 
The first is that there is always quite a large 
number of cancellations during the holiday 
months, and although it would be unwise to 
depend on this it is nevertheless worth bearing 
in mind. The second point to remember is that 
there are many more services than the popular 
routes from Dover to Boulogne, Calais, Dunkirk 
and Ostend operated by the British, French and 


Belgian railways steamers and the Townsend 
Car Ferry. 
BY SEA 
For example, the Transport Ferry Service, 
which is principally engaged in taking fully 
laden lorries to and from the Continent, also 
takes private cars from Tilbury to Antwerp and 
back on three days a week during the summer. 
There are three sailings a week on the Eller- 
man’s Wilson line service from Hull to Rotter- 
dam during the summer and the same line also 
operates a service once a week from Goole to 
Copenhagen and three sailings a week from 
that port to Hamburg. There are daily sailings, 
too, on the Harwich to Hook of Holland route 
operated by British Railways, who also operate 
services from Newhaven to Dieppe, and from 
Southampton to Le Havre and St. Malo. None 
of these routes of course has anything like the 
capacity of the services from Dover because 
they are operated by ships on which the 
accommodation for cars is limited, whereas the 
ships from Dover include the new British 
Railways’ Maid of Kent (fig. 1), which can take 
180 cars on two decks, the French Railways’ 
Compiégne. which can take 160 cars, and the 
Belgian Marine’s Artevelde which has the same 
capacity. For those who want to go to Scan- 
dinavia there are five services available: from 
Newcastle to Bergen, Oslo and Esbjerg; from 
Tilbury to Gothenberg; and from Harwich to 
Esbjerg. 
BY AIR 

Then there are the air ferries to the Continent. 
Silver City have now concentrated their flights 
to Le Touquet and Calais from Lydd (Ferry- 
field) and have transferred their Ostend service 
to Manston. In addition they operate two 
services from Hurn: one to Cherbourg and the 
other to Deauville. Under the name of Channel 
Air Bridge, Air Charter operate three services, 
to Rotterdam, Ostend and Calais, all from 
Southend. 

As regards the cost for the cross-channel 
journey, there is little to choose between the sea 
and air routes in the fares for transporting the 
car but the passenger fares are usually more 
expensive by air—the question of time must 
be taken into account, however, for whereas 
the air route is very quick, it is sometimes 
necessary to make an overnight stay in England 
when travelling by sea. Some specimen single 
fares for an Austin Ass are : Dover-Boulogne 
by sea £8 8s.; passengers £1 178.; Lydd-Le 
Touquet by air £9; passengers £3. 





THE 


BY TRAIN 


For those to whom time spent at a holiday 
resort some distance from England is more 
valuable than the pleasures of driving to the 
resort, there is now the alternative of putting 
the car and its occupants on a train at Boulogne 
or some other point and travelling overnight a 
considerable distance. The trains from Boulogne 
go as far as Lyons, whilst there are other 
services from Ostend to Munich, from Ostend 
to Milan, and from Paris to Avignon. These 
services are not cheap—the fare is £36 return 
from Boulogne to Lyons for a car up to 12 feet 
6 inches in length and {12 return for each 
adult—which must be compared with the cost of 
petrol, meals and hotel accommodation on the 
450-mile drive each way by road, quite apart 
from the tedium of the journey (for those who 
are familiar with it). 


DOCUMENTATION 
The documentation necessary for taking a car 
abroad has been greatly simplified. The carnet 
is now required only for Spain and Portugal. 
The international certificate for motor vehicles 
is no longer needed in Western Europe 
but it is always advisable to take the vehicle 
registration book. The national driving licence 
(which must, of course, be the full licence and 
not a provisional one) now suffices for all 
countries in Western Europe except Spain, 
where the international driving permit is still 
needed. Perhaps the most important document 
to be carried abroad today is the green insur- 
ance ‘card’. This is all that many customs 
officials seem to worry about—even pass- 
ports sometimes seem to be of secondary 
importance. The green obligatory 
for all countries in Western Europe. 

One item of documentation that should not 
be overlooked is to obtain petrol coupons or 
arrange for them to be obtained in France, Italy, 
Jugoslavia and Czechoslovakia, where the 
tourist rate is much below the normal price 


card is 


INSURANCI 


It is a good idea to take out a personal accident 
all-risks insurance before a Continental holiday, 
as this will cover baggage and medical expenses 
insurance. It is now also possible to insure 
against the risk of having to cancel holiday 
bookings because of some cause beyond your 
control, such as ill health in the family. Another 
risk that has to be borne in mind is the pos- 
sibility of having to arrange for the car to be 
transported back to England in the event of its 
being damaged in an accident or having some 
severe mechanical breakdown. This is automati- 
cally covered by the motoring organizations 
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when the arrangements for the holiday are 
made through their touring department for the 
fee of £3—a fee which is sometimes criticized 
by those who prefer to make their own arrange- 
ments but is nevertheless well worth while, in 
my opinion, because of the security it offers and 
the service of the organizations’ officials at the 
seaports and airports. It also saves having to 
deal with the customs documentation at the ports. 


CAR HIRE 


Finally, if the prospect of arranging to take 
your own car and to drive it across France to 
your destination seems too much for you, it is 
now possible to arrange to fly to a point and 
there pick up a hired car and continue your 
journey. Under the scheme operated by 
Motours, you can fly to either Nice or Munich, 
where you collect a car. You are at liberty to 
drive where you like until you hand in the car 
the Nice people at Munich, and vice-versa. 
Alternatively, you can go by one of three 
selected routes arranged for those who prefer 
to have hotel accommodation arranged for them 
in advance on the way. 


\ WORD OF CAUTION 


1 hope I shall not be accused of pomposity by 
those who have done it all before if I finish on 
a word of caution. During the last few years th 
roads in Western Europe have become so 
thronged with holidaymakers during the peak 
months that it is essential to be on one’s guard 
all the time against the risk of accidents. 
France in particular can be _ extremely 
dangerous because of the priority to the right 
rule which has been altered at many intersec- 
tions by putting up stop signs on the side roads 
Unfortunately these signs are not always ob- 
served by the local inhabitants, and it cannot be 
assumed that an intersection which carries the 
passage protégé on the main road is 
necessarily safe. In France, too, the police are 
extremely active against drivers who transgress 
double white lines and overtake on the ap- 
exits to villages where this 


sign 


proaches and 
manceuvre is prohibited. 

Farther afield, every year brings with it a 
number of fatal accidents caused by foreign 
motorists failing to notice the signs warning 
them of unguarded level crossings. These are 
often found in mountainous districts where the 
driver can easily have his attention diverted by 
admiring the scenery. A final word of warning 
against stopping at a filling station or a picnic 
on the left-hand side of the road and con- 
tinuing to drive on the left when restarting. 
This can be—literally—a fatal error, and all 
stops should always be made on the right-hand 
side of the road 
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more than analgesia 


: 
MEDRO-CORDEX 
reduces swelling to restore 
mobility in painful mus- 
culo-skeletal conditions 


Pain HEAT REDNESS SWeLLinG 


all four cardinal signs of inflammation are reduced 
by Medro-Cordex. The rapid restoration of function in 


muscles and joints objectively measures response to 


this exclusive combination of Medrone* and aspirin 
Furthermore, the side effects that conceivably might 
occur with full doses of either component do not occur 
in the concentrations and dosage employed with 
Medro-Cordex. 


DOSAGE: / or 2 tablets three or four times daily. 


Each tablet contains: 
Medrone (methylprednisolone) 1 mg. 
Acetylsalicylic acid 300 mq. 


SUPPLIED in bottles of 30 and 100 tablets 


“yaapemane 


Upjohn UPJOHN OF ENGLAND LTD - Fleming Way - Crawley - Sussex 
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DROXALIN cw rosonsent 


Palatability—flus remarkable 
initial speed of action 


LIQUID FORM 


As a consequence of the wide and successful prescribing of DROXALIN TABLETS in gastric 
ulcer, hyperacidity and in sickness of pregnancy, a demand arose for a liquid version of the 
DROXALIN formula. Introduced in 1958 as DROXALIN GEL this liquid formulation already has made 
a high reputation and is now widely prescribed. pROXALIN GEL is remarkable in its initial 
speed of action. Over the first two minutes, it is as much as three times as effective as the 
most prescribed acid adsorbents—Aluminium-Hydroxide or a well prescribed mixture of 
Magnesium Trisilicate and Aluminium Hydroxide. This initial speed of action is a potent 
factor in the management of gastric pain. DROXALIN produces no acid rebound or other harmful 
side effects. The well known palatability of proxaLm tablets is maintained in the Gel. 


ACID ADSORBENT 





ACTIVE INGREDIENTS DOSAGE PACKS AND PRICES 
TABLETS. Dried Alur m Hyd x str 0 TABLETS. In Hygienic film strips 
roxide Ge P..2.5 gra Mag at owed y 2-4 hour of 6 cartons of 30 and dispensing 
nesium Trisilicate, B.P., 2.5 grain n hyperacidity ‘ n t packs of 504. Basic N.H.S. cost 2/20 

for 50 tablets. 
GEL. One teaspoontu! (3.5 r 3 oF 
contains 60 grains Aluminium ' fuls half an hour after GEL. 8 oz. and 80 oz. bottles. Basic 
Hydroxide Gel B.P. (e valent te F oy it as necess N.H.S. cost 2/2d 8 oz. bottle. 
5 grains Dried Aluminiur In hyperaci <- ncorcgmmeiaa 
Hydroxide Gel B.P.) and § gra Pregnancy : One or tw CLINICAL TRIAL SAMPLES 
Magnesium Tr teaspoontuls as required ON REQUEST TO: 


Eg SCOTT ¢ & TURNER LTD~ NEWCASTLE ON TYNE 1 














TRAVEL NOTES 
The Charm of Holland 


By PENELOPE TURING 


‘Let me have men about me that are fat’, said 
Cesar in the words of Shakespeare, ‘sleek- 
headed men, and such as sleep o’ nights’. The 
medical profession may hold stoutness to be a 
menace to health, but beneath the physical 
simile lies appreciation of the qualities of 
steadiness and philosophy. 


WINDMILLS AND WATERWAYS 
The Dutch are by no means all fat, and doubt- 
less they suffer from insomnia as much as the 


1.—Volendam 


rest of the world, yet both the country and its 
people seem to possess those particular virtues 
which Cesar sought. In Holland it is hard to 
feel that there is much amiss with the world. 
The magnificent 17th and 18th century houses 
of past merchant princes stand peacefully 
reflected in the waters of the Amsterdam canals, 
much as the robust paintings of the old Dutch 
masters reflect good-humoured humanity 
Modern developments are sane and satisfying. 
A cheerful welcoming people greet the visitor 
with good food and good company. Here is a 
small nation which has striven down the 
centuries against oppressions of man and sea, 
and attained a working compromise with life. 
There is something very refreshing about the 
atmosphere, a maturity and wisdom spurned by 
many of the moderns, who having discarded 
past values in civilization and art are forever 
seeking something which often proves a chimera. 

Philosophizing, however, is no part of my 
business, and most of us go to Holland for 
much more practical reasons, and very good 
ones: to see a land of waterways and windmills, 
of ancient towns and great fields of flowers, art 


galleries and the wide blue cloud-strewn skies 
pictured in them. They will not be disappointed. 
All these things are there in abundance. Add 
the fact that no long cross-continental journey 
is involved: six hours by sea from Harwich to 
the Hook of Holland, or seventy minutes by air 
to Amsterdam, and proportionately moderate 
fares, will take you into Holland, and once there 
all other journeys are relatively short. 


AMSTERDAM 

Amsterdam should be, I think, any visitor's 
first stopping place. It is a fascinating city, and 
one that appeals to all types. Built upon its 
spider’s web plan of canals you will find the old 
parts in the centre, the new sections of the town 
round the growing perimeter. Take one of the 
launch trips through the canals for your intro- 
duction to Amsterdam, for this gives you a 
fascinating angle from which to view the city. 
Amsterdam has been compared to Venice; so 
has Hamburg; so has every town that can 
muster a few canals amongst its streets, in the 
same way that every town possessing seven hills 
within its borough boundary claims an affinity 
with Rome. Amsterdam is not Venice and has 
no need to be, for it has infinite charm, character 
and history of its own. 

There are plenty of hotels here of every grade 
and the food is ample and good. You may find 
that a strong constitution is needed to do justice 
to some of their breakfasts: salami or cheese, for 
example, are a little surprising when first met 
with in the morning—especially if you have been 
sampling Amsterdam’s extensive choice of night 
clubs a few hours earlier. Some of the most 
exciting food is at the East Indian restaurants of 
which there are a number in the capital; there 
is also the famous ‘Five Flies’, and the Victoria 
Hotel is well known for its cuisine, but there are 
many other places where you can eat well and 
more cheaply, and the snack bars are quite good. 

There are said to be forty museums in 
Amsterdam, and it would be a fanatical tourist 
who visited all of them. There is, however, 
endless delight here for the art lover, and most 
holidaymakers will at least visit the Rijks- 
museum, home of Rembrandt’s ‘Night Watch’. 
Then there are the Old Church (1300) with 
sculpture by A. Quellijn, the New Church 
(1414) with the tombs of de Ruyter and others; 
the church of ‘Our Lord in the Attic’, and many 
more. But make inquiries as to when you can 
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see them; churches here are not so much a part 
of everyday life as in Roman Catholic countries, 
and you will often find them locked on weekdays. 


VOLENDAM AND ALKMAAR 
Expeditions from Amsterdam are legion, if you 
decide to make this your centre. Obviously the 
most comfortable plan, and one that gives you 


Fic. 2.— Alkmaar. 


the greatest scope, is to take your car over, or 
hire one in Holland (which can be done in 
advance without difficulty or deposit through 
the B.E.A. Car Hire Plan). The energetic will 
follow the example of the Dutch themselves and 
ride bicycles—the mainly flat country is ideal 
for cycling. Or there are always bus, train and 
tram services. 

Close by is the fishing village of Volendam 
(fig. 1) on the Zuyder Zee, famous as the place 
where the inhabitants still wear the traditional 
Dutch costume. The same is also true of the 
neighbouring island of Marken. Turn south- 
west from Amsterdam and in a few miles you 
come to Aalsmeer, centre of hothouse flower 
growing from which blooms are exported to all 
parts of the world. The dazzling flower auction 
which is held every day except Sunday is open 
to the public. Another and even more interesting 
market is that farther north at Alkmaar (fig. 2)— 
the picturesque cheese market held on Friday 
mornings from May until October. 
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THE HAGUE 

The Hague is thirty-three miles from Amster- 
dam, and one can spend part of a holiday here, 
the seat of Government though not the capital, 
or in the seaside suburb of Scheveningen where 
beehive basket chairs throng the sands, and 
there are good hotels. New and old lie side by 
side in graceful dignity at The Hague, with as 
their heart the group of buildings called the 
Binnenhof, dating from the founding of the 
town in the 13th century. In passing, The 
Hague (with Scheveningen) and Amsterdam are 
the centres of the Holland Festival of music and 
drama, which is held annually in June and July 
and makes a good foundation for a holiday. 


HAARLEM AND LEYDEN 
Another highlight of the year is, of course, the 
bulb season, at its height from mid-April to 
mid-May. The principal bulb fields are between 
Leyden (birthplace of Rembrandt and an 
ancient university town) and Haarlem (fig. 3). 
Flower festivals and processions are held at 
Hillegom, Lisse and Sassenheim. Tulips are the 
most famous of Holland’s flowers, but the 
daffodil, narcissi and hyacinth fields form a 
wonderful world of scent and colour also, and 
earlier there are crocuses in the morning of the 
spring. 
Holland has a wealth of old towns, but 
Haarlem is among the most fascinating of them, 


Fic. 3.—Haari-m. 


with its magnificent church dedicated to St. 
Bavo, and the Frans Hals Museum. In April, 
May, and in the summer season the Museum is 
open not only by day but in the evenings, when 
one can see the pictures by the gentle light of 
candles. 


Return air fare London Airport-Amsterdam is 
By boat and train returns are: London-Hook of Holland 
ist class {11 115. 6d., 2nd class 10s.; London- 
Amsterdam {1 , and {10 115. 6d. £7,005 car ferry 
charge Harwich Hook is {9 14s. return. Most of the 
leading travel agents arrange inclusive-priced holidays in 
Holland during the bulb season 


16 125. 
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To restore full vigour 


Whatever the illness, whether infection, metabolic 
disorder or a condition requiring surgical inter- 
vention, the patient needs full nutritional support 
for the restoration of health, And this implies more 
than a good mixed diet. Not only must the appe- 
tite be stimulated but the tissues must respond to 
the extra demands for full physiological activity, 
and this means supplying them with more than 
the usual intake of vitamins, especially of the B 
complex and ascorbic acid, 

For these purposes the three preparations 
BEPORTISS, BECOVITE and OROVITE are de- 
signed, the latter bemg pleasantly flavoured 
and acceptable to patients of all ages. 


For maintenance therapy— 
Befortiss : Tablets (100). 1 ml., 
\mpoules (boxes of 5), Elixir (6 fi. ozs.) 


BEFORTISS 


For intensive therapy— 
Becovite: ‘Tablets (100). ‘Twin 1 ml., 
\mpoules (boxes of 3 pairs), Elixir (6 fl. ozs.) 


BECOVITE 


For concentrated oral therapy— 
Tablets (100) and Elixir (6 fi. ozs.). 
(Vitamin C can be added as Ascorvel.) 


OROVITE 


Standard Reference Cards. Factual information on all our 
products is availabe. Produced in accordance with A.B.P.j. 
Specifications, cards can be obtained from Vitamins Led. 


Vitamins from BAQEB eel te eee: 


(Dept. C.Y.3), Upper Mali, London, W.6 
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° “the most powerful analgesic known up to the 
Singularly present time singularly more effective 
and less toxic than morphine acts equally 
well by mouth as by injection 


more effective immediately with maximum intensity 


Presse med.,(1957), 65, 700. 
and less “some patients with chronic pain have received 
multiple daily doses of dextromoramide for 
more than 20 months without development 
° of tolerance . . . . . Mausea, vomiting, 
toxic than hypnotic effect, or psychic disorders have 
been encountered infrequently. Constipation 
is virtually absent.” 


morphine Anesth. & Analg., (1959), 38) 14. 





PALFIUNM’ 


(M.C.P.875) 


In severe pain of inoperable carcinoma, 
severe colic and other forms of intractable 
pain, Palfium relieves pain without clouding 


consciousness or reducing mental activity. 


* d-3-methyl-2,2-diphenyl- Available as Tablets of 5 mg. in packs of 
4-morpholinobutyrylpyrro- 25 and 100. 


lidine (Dextromoramide) : , 
\ . Also available in 5 mg. and 10 mg. ampoules. 


M.C.P. Pure Drugs Ltd. 


STATION WHARF, ALPERTON, MIDDLESEX 





BRIDGE NOTES 


Discards and Intelligent Play 
By E. W. DENHAM anv M. A. FREESTONE 


Ovr usual four players had met for a few rubbers 
of bridge, and the following deal was being 
played by Dr. CEdipus: 


North 
(Mr. Forceps) East 
(Dr. CEdipus) 
@QJio 
943 
@AQlos 
@j32 


West 
Dr. Bentinck) 


South 
(Mr. Scalpel) 


(Edipus 
and Dr. 


Dr. Bentinck bid one heart; Dr. 
responded with two no-trumps; 
Bentinck raised to three no-trumps 

Mr. Scalpel took three club tricks. When he 
led the thirteenth club Dr. CEdipus could still 
see his contract if the spade finesse was right 
He therefore discarded dummy’s 6 of hearts 
However, Mr. Forceps discarded the 8 of 
spades, signalling for a spade lead. Dr. @Edipus 
now had to put aside his plan based on the 
spade finesse, and studied the other possibilities 
The contract was still assured provided the 
remaining diamonds were evenly distributed 
and the double finesse in hearts would succeed— 
not a good chance but the only hope, he decided. 
Dr. (Edipus therefore discarded a spade from 
his own hand on the last club. 

When, to the fifth trick, Mr. Scalpel led a 
spade Dr. (Edipus took the trick with dummy’s 
Ace. He then led the 7 of diamonds to his own 
Jack. He put down the 4 of hearts to be covered 
by Mr. Scalpel’s Queen and dummy’s King 
Dummy’s King of diamonds was now led and 
covered by Dr. CEdipus’s Ace. When he led the 
Queen of diamonds both opponents followed, 
and two more diamond tricks were taken. Dr. 
(dipus had left the Ace 10 of hearts in dummy 
for the heart finesse. He knew that Mr. Forceps 


had the King of spades bare and only one heart, 
which of course could have been the Jack, now 
also bare through the squeeze forced by Dr. 
(Edipus’s last diamond. Dr. Cdipus. still 
favoured the finesse, however, and the contract 
was made. 

Mr. Forceps remarked, ‘It seems to me that 
by playing my 8 of spades I put the contract 
home’. But his partner wanted no apology, 
observing, ‘Nowhere is it easier to be wise after 
the event than in bridge’. 

The full hand was:— 

North 
(Mr. res 


@kK8 
West East 
(Dr. 2dipus) 


o9 @QJji0 
943 

: @AQlos 
South @132 

(Mr. Scalpel) 

2953 

¥Qs8 

@ 1032 

@AKQ7 


A few days later when Dr. CEdipus and Dr 
Bentinck had again cut together the following 
deal appeared :— 


34%? 
Dr Segtinsh @8o6 
@! 
9 Ke 109 6 “ 
* 
as 


North 
(Dr. Bentinck) 
@Q 10432 
é East 


VA 
@63 Mr. Forceps 
#KQ73 J76 


West 
(Mr. Scalpel) 
K 
63 
J 1074 
South AJito 
(Dr. CEdipus) 

@ none 

9 KQJi10908 
@KQ8s52 
46 D 


Mr. Forceps dealt and passed, Dr. (Edipus 
bid 1 heart, and after Mr. Scalpel had passed 





St. James’s Park, London, S.W.| 


The Medical Service of the Royal Navy 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited. for Short Service Commissions of 3 years, on termination of 
which a gratuity of £600 (tax free) is payable. Ample opportunity is granted for 
transfer to Permanent Commissions on completion of one year’s total service. Officers 
so transferred are paid instead a grant of £1,500 (taxable). 

All entrants are required to be British subjects whose parents are British subjects, 
medically qualified, physically fit, and to pass an interview. 


Full particulars from the Admiralty Medical Department, Queen Anne’s Mansions, 
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Five more visits 


Here’s the place. 


Usual farm road. Mud. Ruts. 
Slippery rock under. 


She’s taking it all right. 
(Town & Country on the back). 


There, we’re through. 


Doesn’t do for a doctor 
to get stuck. 


You too, will 


feel safer=— 
he safter—on 


Firestone Town & Country grips to keep you going or stop you safely in the worst road 
conditions, all the year round. This famous All-Season Firestone design is the first and 
most successful of all specialised rear-wheel tyres. 


BE A BETTER DRIVER. You owe it to your family, you owe it te 
others, you owe it to yourself to BE SAFE ON THE ROAD. 


Firestone TYRES — consistently good 





ANNOUNCEMENTS 


Dr. Bentinck with his singleton Ace of hearts 
and two five-card black suits, hoped the contract 
could be played in either spades or clubs. But 
the bidding then proceeded between the part- 
ners as follows:—North—1 spade; South—2 
diamonds; North—3 clubs; South—3 hearts; 
North—3 spades; South—4 hearts. This was 
passed out. 

Mr. Scalpel led the 2 of hearts. Dr. Edipus 
considered the two hands. He had to clear 
hearts as soon as possible because of the danger 
of ruffing. But his plan was not to lead a spade 
from dummy on the second round in order to 
ruff in his own hand, for the situation could then 
become highly precarious if the trumps and 
diamonds were badly distributed. Another con- 
sideration was that ruffing a spade would have 
simplified discarding problems for the op- 
ponents. Furthermore the opponents would 
force more trumps by leading spades at every 
opportunity. 

Dr. C£dipus therefore led dummy’s 6 of 
diamonds. Mr. Forceps played the Jack, Dr 
(Edipus the King, and Mr. Scalpel took the 
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trick with the Ace. Mr. Scalpel then decided 
that perhaps the least dangerous lead was a 
second heart, a suit in which, judging by the 
bidding, his partner almost certainly held 
nothing of value. Dr. CEdipus, having won the 
trick, led two more rounds of trumps. Mr. 
Forceps wished to keep his clubs and parted 
first with a spade and then a diamond. This last 
diamond discard was his undoing for now Dr. 
(Edipus lost only a second diamond (as well as 
the Ace of clubs). 

As the next hand was being dealt, Dr. 
(Edipus remarked, ‘Keep your opponents in the 
dark as much as possible. They may have 
problems in discarding which are much more 
difficult than you imagine. A few days ago, of 
course, we had an occasion when a discard to 
signal a lead worked to the advantage of 
declarer. But usually it is better for the declarer 
not to present his opponents gratuitously with 
opportunities for exchanging information. Such 
chances will be given if you lead off, needlessly 
early, a long suit, or even lead to clear the one 
last trump held by your opponents’. 
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Human being or Robot? 


Every machine needs maintenance and care. But man has to decide 


for himself 


what do you do for your health? 


Two hundred German health resorts and Spas, from the Alps to the 
sea, can preserve and renew your most precious possessions: health 


and vitality. 


A Spa will add years to your life 


Information and prospectus on the German Spas are gladly offered 
without charge by the: German Tourist Information Bureau, 6 
Vigo Street, Regent Street, London, W.1. Tel.: Reg 2600, or the 
Deutscher Baderverband, Bonn, Poppelsdorfer Allee, 27. 





““BARBITURATE 
DEATHS 
INCREASING” 


Under this warning headline British Medical 
Journal, in an editorial of October 17th, 1959, 
draws attention to the increasing number of 
deaths by poisoning, once again emphasising 
“that barbiturates are the most prominent 
group of drugs causing these deaths.”” How 
great the increase has been in recent years can 
be seen from the latest available figures, which 
show that 75°, of suicidal deaths due to drugs 
and 80%, of all accidental deaths by poisoning 
are caused by barbiturates. From these facts it 
is evident, the article concludes, that the bar- 
biturates present a hazard that the existing pre- 
cautions against overdosing have not overcome 
and that “the increasing number of these deaths 


would suggest that something more is needed.” 


‘DISTAVAL’ 


TRADE MARK 


NON-BARBITURIC | 


Brand of a-phthalimidoglutarimide (thalidomide) 


(pany 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 
Broadway House, The Broadway, Wimbledon, London, S.W.19 
Telephone : LIBerty 6600 


. 
ret nt Se I apc : wners of the trade mark ‘Distava 





A SAFE 
ALTERNATIVE 


A letter to the British Medical Journal (October 
3rd, 1959) from a General Practitioner, suggests 
that the new non-barbituric drug ‘Distaval’ 
seems to be “‘a satisfactory sedative and hypno- 
tic in many patients” and that its use “might go 
a long way towards reducing the present annual 
mortality from overdoses of the central nervous 
system depressants currently prescribed.” In 
support of this view the writer gives the follow- 
ing case history: 

A 70-year-old man, suffering from insomnia 
associated with mild senile dementia, took 
twenty-one 100mg. tablets by mistake. No 
specific treatment was given, there was no vomit- 
ing or evidence of respiratory or cardiac depres- 
sion. After 12 hours apparently normal sleep the 
patient woke up, remaining a little drowsy for a 
further 24 hours. 

Since the introduction of ‘Distaval’ two years 
ago a number of reports have been received of 
cases of gross overdosing with similarly harm- 
less results. On the other hand, no severe toxic 
effects of any kind have been reported. 


SAF E and effective 


SEDATIVE AND HYPNOTIC 


As a sedative ADULTS, one 25mg. tablet 2 or 3 times 

a day, INFANTS & CHILDREN, half to one 25me 
DOSAGE tablet I to 3 times a day 

As a hypnotic at bedtime. ADULTS 50mg. to 200mg 

INFANTS & CHILDREN, 25mg. to 50mg 
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| Have you received your copy of 
MODERN CONTRACEPTIVE TECHNIQUE? 


This manual on contraception has already proved 
invaluable to doctors in advising their patients. It 
presents a concise and compact survey of methods 
commonly used, together with notes on methods which 
have medical approval, and also on others which are 
modern contra-indicated. You are invited to write for 
contraceptive yoae any SOM, 


technique 





The case against “natural” methods 


Unreliable and harmful methods of contraception, such as 
“coitus interruptus’”’, are chiefly used because of the slight loss 
of sensitivity experienced with protectives (condoms). This 
problem is now almost entirely overcome by Durex Gossamer, 
a new kind of /ubricated protective. Durex Gossamer is treated 
with Sensitol, a “non-wet, non-messy” lubricant which 
substantially increases the level of sensitivity. Samples of 
Durex Gossammer protectives on request. 


LONDON RUBBER CO. LTD. Dept. 306 , HALL LANE, LONDON, E.4 


ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tue EARL SPENCER 
Medical Superintendent-THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental! disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
atients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bacterio- 
ical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 

in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. There is an 
Operating Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for 
Diathermy and High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


‘Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, uaa. and 
orchards of Moulton Park. Occupational! therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is b ifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. The Hospital has 
its own private bathing house on the seashore. There is trout fishing in the park. i 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as a &c. : 

For terms and further particulars apply to the Medical Superintendent (Telephone: No. 34354, three lines, 
Northampton), who can be seen in London by appointment. 
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NEW SELF ADHERING BLOOD PRESSURE SLEEVE 








Further details on application 


DOWN BROS. and MAYER & PHELPS LTD. 
CHURCH PATH - MITCHAM - SURREY 





——— 4 Varied Diet for Infants 








Early mixed feeding for infants has been advocated by many paedia- 
tricians. Although milk remains the infant's staple food, finely minced 
meat, puréed vegetables, lightly poached eggs and grated cheese are 
added at an early age. Marmite is particularly recommended as a 
source of the B vitamins for babies and young children. 

As children enjoy the taste of Marmite, it is easy to introduce it into 
their diet in the form of Marmite gravy which is poured over minced 
meat and sieved vegetables; for older children, Marmite can be spread 
lightly on rusks, toast or bread and butter. In cooking, Marmite is a 
useful addition to soups, stews and other savoury dishes. 


baa | A R M ITE Literature on request 


yeast extract 


contains 
Riboflavin (vitamin B,) |.5 mg. per oz. Niacin (nicotinic acid) 16.5 mg. per or. 
Special terms for packs for hospitals, welfare centres and schools 


== MARMITE LIMITED,35 SEETHING LANE, LONDON,E.C.3 
PH 5704 
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madeécassol 
NATURAL HEALING AGENT 


For many hundreds of years the plant Centella 
Asiatica has been used in the East to promote healing. 
Yet only recently its active principle, asiaticoside, hag 
been isolated and its properties investigated. 

Asiaticoside is a triterpene of the a-amyrine group, 
and experiments have shown it to be a powerful and 
well tolerated cicatrizing agent. Under thy name 
Madécassol, this substance has been tested clinically 
and, given parenterally or locally, it quickly promotes 
the formation of new healthy tissue. In severe traumatic 
wounds it facilitates skin grafting and in refractory 
skin ulcers the response is rapid and complete. It is 
invaluable in healing bed sores, etc. 


LEDA Chemicals Ltd., 

Berk House, PO. Box 500, Portman Square, W.1. A 
Telephone: HUNter 6688 

Sole distributors for Chinoin, Budapest 





Rely on Rybar 
for Instant Relief 


Ever increasing numbers of medical men are rely- 
ing on Rybarvin Inhalant to combat broncho- 
spasm. The Ministry of Health have agreed to 
the prices of Rybar asthma inhalants. 


RYBARVIN brings relief. Consistently, 

often spectacularly, attacks are cut short and 

their frequency lessened. Free from excess Rybarvin Formula 

acid, non-irritant and non-habit-forming, it Pituitary Extract. Posterior 

e > P . ation and Anterior Lobe Le ee Oe 

is an ideal inhalant for all asthmatics, Methylatropine Nitrate |. |. 014% wiv 

whether young or old. Papaverine : » oe oe O88% wiv 

Adrenaline ~ oe oe OCR OV 

Ry, A ; s Ethyl Para-aminobenzoate .. 020% w/v 

RYBAR INHALER has been specially [,5'butyi Paraaminobenzoate 0-019 w/v 

designed for aerosol therapy. 


Both Rybarvin and the Inhaler may 
be prescribed on N.H.S. Form E.C.10. 


Samples and details of trial outfits 


forwarded on request. TANKERTON - KENT 
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AMPHETONE 


REGISTERED 














A GENERAL STIMULANT FOR THE 
CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without increasing 

the patient's appetite, we consider Amphetone unique. It combines for 

the first time, Dexamphetamine Sulphate and Strychnine with Glycero- 
ph and bers of the Vitamin B Group. The Dexamphetamine 

provides the convalescent with an immediate feeling of well-being, this 

being followed by the well-known tonic effects of the other medica- 

ments. Clinical reports have been excellent 

FORMULA Dexamphetamine Sulphate B.P.C., 1/12 grain: 

Strychnine Hydrochloride B.P., 1/60 grain: Calcium Glycero- 

phosphate B.P.C., 2 grains: Sodium Glycerophosphate B.P.C., 

2 grains; Aneurine Hydrochloride B.P., 1/30 grain: Nicotin- 

amide B.P., 1/4 grain: Riboflavine B.P., 1/60 grain; Syrup of 

Biackcurrant B.P.C., 2 fluid drms.: Water, to |/2 fluid ounce. 


POISON | | $4 
Available in bottles containing |0, 20, 40, 80 fluid ounces 
Prices 4/9, 8/9, 15/6, 27/9 each. Exempt from tax. (Basic N.H.S. Prices) 
JAMES WOOLLEY, SONS & CO. LTD., vicToria BRIDGE, MANCHESTER 3 
n association with J. C. Arnfield & Sons Ltd. 


London Stockists: May, Roberts & Co., Led., 47 Stamford Hill, London, N.16 
Distributors for Northern ireland: Messrs. Dobbin & Stewart, 47-49 Eari Street, Belfast 





For the treatment of 


‘VARICOSE ULCERATION 


“CELLANBAND” | : 
THE ORIGINAL Gg 
MODIFIED UNNA’'S THE ORIGINAL 


DIACHYLON CREPE 
PASTE BANDAGE! nuesivE BANDAGE 


Both these effective and old established bandages are 


AVAILABLE ON E.C.10 


Please send for literature 


Cixson,Gotatdelalel OLDBURY, BIRMINGHAM  sroff2tt iss 














PRESENTATION: In vials of 25 and 100 tablets, each 
tablet containing 25 mg. Androstanolone. Basic N.H.S. 
cost 20/- and 70/-. Anabolex is exempt from purchase tax, 
Samples and literature will be gladly sent on application, 


INDICATIONS Middle-aged or elderly people 
who are debilitated or “run down.” Preparation 
for and recovery from planned surgery. 
Convalescent patients. Premature infants. The 
child or adolescent who is under weight. Anorexia 
Asthenia, Malnutrition, Wasting diseases. 


Anabolex is a 
registered trade mark 


LLOYD-HAMOL LIMITED (h) 11 WATERLOO PLACE, LONDON, S.W.1 





For the patient who 
just doesn’t get well 


Anabolex 


the protein-anabolizing, non-virilizing steroid 


promoting: a return of appetite - an increase in weight - a sense of well-being 


PATIENTS who are run down or who are recovering from 
illness frequently suffer from faulty protein metabolism. They 
are in negative nitrogen balance. Protein, in effect, is being 
broken down and lost faster than it is being built up. 

Anabolex (androstanolone) restores the physiological bal- 
ance. Many clinical trials have shown that, following the 
administration of Anabolex, there is an immediate return of 
the body’s capacity to build up protein. The patient feels 
better, eats better and gains weight. 

Here, then, is a physiological ‘‘tonic’’ with a wide therapeutic 
range. The weakness, lassitude, lack of energy and interest 
associated with many pathological states may be rapidly 
overcome by the administration of Anabolex. 

Anabolex can be safely given to patients of all ages and both 
sexes; in therapeutic doses, its virilizing properties are almost 
negligible. The only known contra-indication is prostatic 
carcinoma, 





THE PRACTITIONER 














“* No — there’s a big difference, Mr. Baxter... 


. as you will remember, in protamine zinc insulin, the action of the insulin is 
modified by the presence of a foreign protein, protamine. In contrast, I.Z.S. 
contains no protein or peptide material other than the insulin itself. That is its 
great advantage over other insulins. You see, gentlemen, the action of 1.Z.S. 
persists for the required period by appropriate adjustment of the particle size of 
the insulin zinc compound. It is because the effect of 1.Z.S. is entirely independent 
of any modifying protein, that allergic reactions following its use are virtually 


unknown. Any other questions ?” 


L.Z.S. A.B. Vials of 10 c.c 


orvmmee | nSulin 


1.Z.S. (Amorphous) A.B. Vials of 10 c.c 
40 or 80 units per c.c inc 


1.Z.S. (Crystalline) A.B. Vials of 10 c.c 


2susee CSuspensionAB. 


Joint Licensees and Manufacturers : 


ALLEN & HANBURYS LTD @ HE BRITISH DRUG HOUSES LTD 
LONDON E2 LONDON Nl 
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Each ‘Drinamy! Spansule’ capsule 


controls appetite and relieves 
tension and anxiety for 10 


12 hours 


‘Spansule Drinamy!’ is available in 


2 strengths 


Each Strength No. | capsule 
contains 10 mg. ‘Dexedrine’ (dexam 
phetamine sulphate BP) and 65 mg 


(gr. 1) amylobarbitone 


Each Strength No. 2 capsule 
contains 15 mg. ‘Dexedrine’ and 97 
mg. (gr. 14) amylobarbitone 


The difference between the two 
strengths is not in duration of 
action Aut intensity of effect 


SPANSULE DRINAMYL 


would help this woman 
lose her appetite and 
keep her temper al! day 


SMITH KLINE & FRENCH LABORATORIES LTD, WELWYN GARDEN CITY, HERTS 


Dexedrine’, ‘Drinamy! & “Spansule’* are trade marks 


*Brit. Pat. Nos. 715305, 742007 


SDL: PA2X Col 
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DIABETES 


and the patient with tremor 


RASTINON 


PROVIDES COMPLETE ORAL CONTROL 


—self-administration is no problem 


THE ELDERLY DIABETIC PATIENT with a tremor may experi- 
ence difficulty with self-administered injections of insulin. 

It is reassuring to know that a large number of these patients* 
can now be controlled orally with RASTINON (tolbutamide)— 
without problems of self-administration, and without risk of 
hypoglycaemia. 

In patients in whom maintenance dosage has been estab- 
lished, RASTINON lowers the blood sugar to normal levels but 
almost never beyond that point, regardless of dosage. RASTINON 
is a true euglycaemic agent. 

In many cases, one tablet by mouth once or twice a day is all 
that is necessary for maintenance. Rapid excretion precludes 
cumulative effects. No cases of dyshaemopoiesis, jaundice, or 
other serious side-effects have been reported. 





al, Over 1,250,000 
~- diabetics all over 
the world owe their 


well-being to ) 2 A “FZ riny ( ny 
RASTINON. The rate 
of response iesnenees ‘ ut & yy — 0 


steeply with ! 
advancing age. L 


HORLICKS LIMITED, SLOUGH, BUCKS 
Sole distributors in the U.K. for 


HOECHST PHARMACEUTICALS LTD., SLOUGH, BUCKS 
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» DELTACORTRIL. 


brand of prednisolone 


‘ENTERIC’ 


THIS 7-DAY TREATMENT 


Two 2.5 mg. tablets four times a day for 7 days 


eliminated asthmatic symptoms between 
the third and fourth day in 90°/, of patients! 


Enteric coated prednisolone tablets are rapidly 
absorbed in the jejunum, thus avoiding the risk of 
gastric irritation—the major bugbear of steroid 
therapy 


INDICATIONS: Bronchial asthma, rheumatoid 


arthritis, severe allergic dermatoses. 


PACKS: Deltacortril ‘Enteric’ tablets containing 
2.5 mg. prednisolone in botties of 100 and 500. 


Reference 
1, Acta allerg. (Kbh.), 1957, ii, 82 to 92, 


SCIENCE FOR THE WORLD'S WELL-BEING 
Pfizer Limited - Folkestone - Kent 
, * Trade Mark 
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infection 


The human hand is endowed with a tireless capacity for scratching 
and for introducing an extraordinary variety of bacteria 


and other contaminants into lesions 


. you can break this cycle with 


HY DRODERM ointment 


Regd. 


‘HYDRODERWM’ Ointment, the most widely prescribed 
steroid-antibiotic preparation. Thousands of physicians 
know that inflammation with or without infection demands 
‘Hydroderm’. Its soothing effect often is apparent within 
an hour of the first application. 

‘Hydroderm’ incorporates hydrocortisone with neomycin 
and bacitracin, in a greasy base. It is supplied in tubes of 
5 G. and 15 G. The N.H.S. basic cost is 7s. od. per 5 G. tube. 


Literature and sample gladly supplied on request. 


O:) MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 























NO SINGLE ALKALOID 
—s_ 


RAUWOLFIA SERPENTINA 


Wes 
~ 
N 


Cauce ) 


*RAUWILOID’ is a registered trade mark 
Registered user 


RIKER LABORATORIES 
LIMITED 


LOUGHBOROUGH 
LEICESTERSHIRE 


of Rauwolfia serpentina 
is more effective than 


FOR THE TREATMENT 
OF MILD TO MODERATE 


HYPERTENSION 


Each ‘RAUWILOID’ tablet contains 

2 mg. selected alkaloid hydrochlorides 
of Rauwolfia serpentina. 

This purified fraction is biochemically 
standardised to ensure that the 
ANTI-HYPERTENSIVE, SEDATIVE and 
BRADYCARDIAC properties of 
*RAUWILOID’ tablets are of 

uniform potency. 


DOSAGE 

Initially two tablets (4 mg.) 

nightly for one month. 

This may then be reduced to 

one tablet nightly for maintenance. 
PACKS AND PRICES 

*Rauwiloid’ tablets are in bottles of 

Basic N.H.S. costs, 


10/59-R1 
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‘90% 


satisfactory 
response 
foley ae: tial-e mia 
eC aaleleir- tals 
patients” 


PRACTITIONER 
—————— 


“The immediate clinical results were assessed 
after the first month’s treatment (with Roter 
Tablets)... . 81% of cases became symptom- 
free—70% of them during the first week and 
30% during the second week; a further 
9% were relieved of the majority of their 
symptoms. Thus there was a satisfactory 
response in 90% of cases . In 75% of 
cases the patients found they were able to 
take foods which they had avoided for years.” 


Extract from the BRITISH MEDICAL JOURNAL 
(1955) 2, 827. 


IMPROVED THERAPY FOR 


PEPTIC 


“In a series of 155 cases of peptic ulcer 
treated with .. . . (Roter) tablets for three 
to six weeks, there was immediate relief of 
pain in 92% of cases and roentgenological 
healing of the ulcer in 8194 .. . . The special 
features of this medication are immediate and 
prolonged relief of pain, correction of gastric 
hyperacidity, absence of side reactions, 
effectiveness for ambulatory patients, and 
early healing of the ulcer in most cases.” 


Extract from the AMERICAN JOURNAL OF 
GASTROENTEROLOGY (1957) 28, 439. 


TABLETS 


LABORATORIES LTO 


LOp FO) 3 57 


ed Doslaal-telt- ta: 
relief of 


painin 


92% 


of cases”’ 


120, 640 and 


PACKINGS; Tins of 40, 
Basic 


dispensing size 720 (P.T. exempt). 
N.H.S. price: 1/- for 10 tablets. 


ROTER Tablets are not advertised to 


the public and may be prescribed on 
E.C.10 forms. Literature on request. 


TWICKENHAM MIDDLESEX 























but only 


all 
nasal sprays 
have a 
DECONGESTANT 


most 
nasal sprays 
have an 
ANTIBIOTIC 


some 
nasal sprays 
have an 
ANTIHISTAMINIC 


Biomydrin 


nasal spray 
has all these plus a 
MUCOLYTIC 
as well 


Thonzonium Bromide, the new mucolytic 
agent in Biomydrin, penetrates thick mucus 
and so ensures that all the active principles 
reach the affected areas. 
that is why Biomydrin is the only 
COMPLETE nasal spray 
In a plastic self-sterilizing pack (4 fluid ounce). 
«Supplied on prescription only,so there is no 
danger of indiscriminate self-medication. 
FORMULA: Neomycin Sulphate 0.1°., Gramicidin 0.005 
Thonzylamine Hydrochloride 1.0°., Phenylephrine 
Hydrochloride 0.25 Thonzonium Bromide 0.06 
Preserved with Thiomersal 0.002% 
é WILLIAM R. WARNER & CO. LTD. 
- EASTLEIGH - HAMPSHIRE 
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In tune with 


NATURE 


‘ACTIDIL’ most potent of ° 
the antibistamines, gives 
rapid relief of allergies. 
Young and old patients 

“out of tune” with nature 
will be restored by two or 
three daily doses of ‘ACTIDIL’ 
Elixir or «actiwiL’ Tablets. 


ACTIDIL.. 


TRIPROLIDINI HYDROCHLORIDI 


gee } BURROUGHS WELLCOME & CO. 
( The Wellcome Foundation Ltd.) LONDON 
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Calms, yet keeps your patient alert and on the job 


‘Stelazine’ relieves anxiety, without depressing and 


soporific effects. It restores both mental and physical 
efficiency in your tense, anxious patients. 


STELAZINE. 


Available in 1 mg. tablets in containers of 
50 and 500 and in | ml. ampoules, each 
containing | mg. ‘ Stelazine’, in packs of 12. 
5 mg. tablets are available for severe mental 


illness. 


Formula Stelazine’ is 2-trifluoromethyl-10-3’[1”-methyl 


piperaziny!-4”"}-propyl) phenothiazine dihydrochloride 


AN Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 


* *Stelazine’ (trade mark) brand of trifluoperazine. 
S2L: PASO 
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FOR PREDICTABLE HYPOTENSIVE RESPONSE 


MECAMYLAMINE HYDROCHLORIDE 


RELIABLE ABSORPTION 
CONVENIENT DOSAGE 
CONSISTENT RESULTS 

EASY MANAGEMENT 


For fuller information please write for 
“A Guide to the Treatment of Hyper- 
tensive Patients with Inversine”. 
‘Inversine’ is supplied in 2.5 mg. and 10 mg. 
tablets in bottles of 100 and 1,000. The 
United Kingdom N.H.S. basic costs are: 
le, 5d. per 12x 2.5 mg. tablets; 42. 4d. per 
12 x 10 mg. tablets. 


Completely and reliably absorbed orally 

Usually needs to be taken only twice daily 
Unexpected postural hypotension not a problem 
No major fluctuations in blood pressure 
Tolerance extremely rare 

Concurrent administration of ‘Saluric’ 


(chlorothiazide) reduces dosage and greatly 
simplifies management 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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Jaleo l-Wdat-taret-telelial: 
iiTalel-iaialemelel— 
Tamm eg-t-tdlale 


non-infected dermatoses 


MORE EFFECTIVE 


the spray applies the full potency of 
hydrocortisone right on to the inflamed 
area. After a few days, lesions become 


flat and pale, 


MORE PLEASANT 


- it doesn't sting, burn or irritate, avoids 
f the need for fingering and rubbing in. 


MORE CONVENIENT 


it's easy to use, much more acceptable 


coRrtan 
- to mothers and children, and old people. 


SPRAY 


* 
Cortril Spray 
brand of hydrocortisone 


SCIENCE FOR THE WORLO'’S WELL-BEING 


Pfizer Limited - Folkestone - Kent 


* Trade Mark 
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One dose of ‘Bimez’ gives one 
day’s ‘Sulphamezathine’ therapy 


FEATURES 


oe containing ‘Sulphamezathine’ and 


sulphadimethoxypyrimidine in the propor- 1 Absorption is rapid end complete as 
with ‘Sulphamezathine’. 

‘ ‘ : : 2 Effective blood levels. 

blood levels which are maintained by single daily 3 Low toxicity. 


tion of 3: 1, provides persistent sulphonamide 


4 Persistence, which makes single 


doses. It has also the outstanding advantages of 
daily dosage practicable 


safety and efficiency which have made ‘Sulpha- 

mezathine’ widely popular. This new, long-acting «gimez’ Tablets. Each tablet contains: 
sulphonamide is available in two convenient dosage ‘Sulphamezathine’ § (Sulphadimidine 
B.P.) 0.375 gramme; sulphadimetho- 
xypyrimidine 0.125 gramme. Issued in 
containers of 12, 50 and §00. Basic 
N.H.S. cost 12 tablets 3/8d. (5 day 


* 
ty ime z aranessedingr Ee hh « ~s 


TRADE MARK ‘Bimez’ Suspension. Especially suitable 

< an \ for children and the elderly. A teaspoon- 

(Tablets and Oral Suspension) ful (3.5 ml.) is equivalent to one tablet. 

Issued in bottles of 30 ml. Basic N.H.S. 
cost 4/- (§ day treatment for a child). 


forms, Tablets and Suspension. 


IMPERIAL CHEMICAL INDUSTRIES LIMITED PHARMACEUTICALS DIVISION 
WILMSLOW CHESHIRE Ph. 980 





















Pregnant or not 





pe Lemmy -\ -) & —s ee) 


. will answer the question SOOMEY and at a 
cost to the N.H.S. of ONly 5/- (iess than any 
oh dal-1a ola -T°fal-talon an c-t-398 


One tablet of PRIMODOS on _. ” esis 
CY Vol aMNo} Mba Zo Ml ololal-t-Tolth dh a-Mot-Wa-) Eeirethisteroné MD one 
will initiate bleeding resem- ).01 mg. ethinyloestrad 

olikaleMaal-Jal-emel-belolemm abaeliaieCrio) n pa f2and 
ok-\A- Ma ia Mot -0 1-1-9 oh ME] Lele} alel- 1a] 


Waal -telelagalel-y- mm lel dal-mr-lel-1-lalet-) Bas N.H.S. price 
fo} Mur -1 61 ota Meo} (1-10 llale Mam ola -lelal-talony pack of 2tabliets 
may be assumed. (1 test) 


O 


U. K. Subsidiary 


=s=P-4-1\¥,1 <n 11 @n-\ a d@) 1 ©) @)) Dn One OOM Cl-laa-lae i hag-1-3 0m Molalelolanme sat 


€: H. E Clissmann 20. Merrion Square, OUBLIN 








3p OF A SERIES 

ON THE PROBLEMS OF 
DOMICILIARY CHEMOTHERAPY 
IN TUBERCULOSIS PUBLISHED cac h ef 
BY SMITH & NEPHEW 


PHARMACEUTICALS LIMITED 





taking 


made easy 


why the cachet 


The TB patient does not like taking PAS. He will take 
his INAH conscientiously, but is likely to ‘forget’ to take 
the uncomfortably large and unpleasant quantities of PAS 
necessary. To overcome this problem, the two drugs are 
often presented together in one cachet or packet. 


At first sight the cachet seems a formidable thing to 
swallow. It is about an inch across and appears to be rigid. 
But soak it in water for 20 seconds; it becomes soft and 
is easily swallowed like an oyster. Many patients have 
difficulty with their cachets because they do not soak the 
cachet long enough. 


how to swallow cachets 


The method usually suggested is to hold the cachet 
between the fingers, dip it into water and place it on the back 
of the tongue. Wash it down with a drink of water or milk. 


An improvement of this technique is to drop the full 
dose of cachets into two-thirds of a glass of water, milk, 
fruit-juice, etc. Leave them for a few seconds to soften, 
and then lift out on a spoon one by one with some of the 
liquid and swallow. The cachets should be taken preferably 
immediately after food. 





PYCAMISAN B.D. is the special new presentation of 

cachets of PAS and INAH in tubes of 8 for one day’s supply. 

It is specially designed for twice-daily dosage eliminating 

the awkward midday dose, and the tube is marked ‘morning’ 

and ‘evening’ to help the patient remember his doses. The 

total daily dose is 12 grammes PAS and 300 mg. INAH. 
Others in the range of S.@& N.P. tuberculostatic drugs are: 

PARAMISAN Sodium Aminosalicylate BP 

PYCAZIDE Isoniazid BP 

PYCAMISAN PAS with lsoniazid 

THERAPAS Calcium B-PAS 

THERAZID Calcium B-PAS with Isoniazid 

NUPA-SAL a derivative of INAH 

PASADE 6.4°(, Sodium PAS granules 





Smith & Nephew Pharmaceuticals Limited 


WELWYN GARDEN CITY, HERTFORDSHIRE. 
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DUNCAN FL 


I 
fu r a d a n t i n nitrofurantoin 


for broad-spectrum chemotherapy of urinary 
infections 

After several years’ use, bacteriological testing reveals 
no increase in resistant strains. 

Sensitive organisms include those responsible for 
common urinary infections ; among them: 

BACILLUS PROTEUS (most strains) AEROBACTER AEROGENES 
BACILLUS COLI ENTEROCOCCUS 
PSEUDOMONAS (some strains) STAPHYLOCOCCUS 


(Ee - <<  j ###$ illite 
furadanti Mis suitavie 


for the very young and the very old 

for acute infection 

for long term therapy of the chronically ill 

for pyelitis of pregnancy 

for prophylaxis against infection after catheterisation 
and other urological procedures 

in short, for all urinary infections caused by sensitive 
organisms. 


AVERAGE ADULT DOSE : 
two 50 mg tablets four times daily with meals 


BASIC N.H.S. PRICE 
18s. 5d. per container of 25 tablets 


Diagnostic tablets and discs are available gratis from 


OCKHART OF EDINBURGH 


The Doctors’ House 


Duncan, Flockhart & Co Ltd Wheatfield Read Edinburgh 11 
SS ee 
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in acute, chronic and allergic rhinitis 


VASOCORT SPRAYPAK 


gently restores normal intranasal function 








NS 


VASOCORT SPRAYPAK contains hydrocortisone 
alcohol 0.02°%% to reduce inflammation and oedema 
phenylephrine hydrochloride 0.125% for immediate 
decongestion p-hydroxyamphetamine hydrobromide 
0.5°, for long-lasting decongestion. 


@) SMITH KLINE @&2 FRENCH LASGORATORIES LTD 


Welwyn Garden City, Herts. 











VO: PA30 (col) ‘Vasocort’ is a trade mark 





Stiff back 


muscle pain 
low back pain 





when skeletal 
muscle spasm 
causes pain 


relief of pain by relaxation 


of muscle in spasm 


now-a new concept IX @LntLPLLled< 


relaxes only the muscle in spasm 


Norflex rapidly and effectively relieves muscle pain by 
relaxing the affected muscle. Norflex is more satisfac- 
tory than treatment with bed rest and analgesics 
because it relieves the pain by removing its cause. 
This highly specific effect, producing relaxation only at 
the site of demand, is the result of a central action. 
Norflex is indicated in fibrositis, strains and sprains, 
acute torticollis, prolapsed intervertebral disc, back 
pain and other painful muscular conditions. 

Each long-acting Norflex tablet contains 100 mg 
orphenadrine citrate. In bottles of 100 and 500 tablets 
Basic NHS cost: 208d. and 93/-. 


long-acting Norflex 
a single tablet twice a day 
relaxes only the muscle in spasm 


Riker Laboratories Limited 


Loughborough, Leicestershire 


*Norflex’ is a trade mark 
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overtired? 


Orten, people who have always been 
accustomed to sleeping well, suddenly find 
that for no apparent reason this facility 
has deserted them. They begin to struggle 
for sleep, to worry, and to fear insomnia. 
And so the fear brings on the very thing 
they are afraid of. How often have you 
heard it said “I get overtired, doctor, and 
and then I can’t sleep?” 


Such people need, above all, reassur- 
ance of their own ability to relax and 
ignore this fear. For them the simplest 
approach is often the best. 

The beneficial effects of a warm milk 
drink late at night are well known, and 
many people recognize Horlicks as an ideal 
nightcap. Horlicks is partially predigested. 
It is suitable for patients of all ages. 
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Patients 
with 
otitis 

media 


respond 


dramatically 


to 





ANNOUNCEMENTS 








Solprin - Codis - Cafdis 


Contain neutral stable soluble aspirin 


IDI ISSey hue 
in 


SOLPRIN. Dissolves in water to form a 
true solution of calcium acetylsalicylate 
(neutral soluble aspirin). 

Clinical evidence produced over a long 
period of years indicates that Solprin 
is unlikely to irritate the gastric mucosa, 
even in the massive dosage prescribed in 
rheumatic conditions. 

More rapidly absorbed, giving a quicker 
effect. 


water 


copis. Neutral soluble aspirin with 
phenacetin and codeine phosphate. 


CAFDIS. Neutral soluble aspirin with 
phenacetin and caffeine. 


N.H.S. basic prices for 500 tablets in foil, 
which ensures protection from moisture : 
CAFD1s 16/- 


SOLPRIN 12/6 copIs 25/- 


Literature and clinical samples available from: 
RECKITT & SONS LIMITED, PHARMACEUTICAL DEPARTMENT, HULL, YORKSHIRE 
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Picture a crowded waiting room. So many 
patients with stuffy noses and thick heads. 
when So many who will return again and again 
with the same ‘cold spell’ symptoms. 
a When winter is thus back with a vengeance, 
you can reduce the burden on routine practice 
‘wait’ by prescribing KARVOL INHALANT CAPSULES. 
Soothing, decongestant KARVOL is the simplest, 
becomes most effective treatment for upper 
respiratory tract congestion. 
a It is easily expressed into hot water or 
onto handkerchief, pyjamas or pillow 
without fear of staining. 
The handy, one-dose KARVOL capsules fit easily 
into pocket or handbag .. . provide instant 


‘congestion’ 


relief anywhere, night or day. 





Each KARVOL INHALANT CAPSULE contains: 


Menthol 7-9%, Chlorobutol 66% 
Oil of Cinammon 2-7%, Oil of Pine 18-8, 
Terpineol 148%, Chlorothymol 0-7% 


INHALANT CAPSULES packing: bottles of 10 capsules 


Basic NHS cost: 10 capsules as 
dispensed 104d 


THE CROOKES LABORATORIES LIMITED PARK ROYAL LONDON NW10 eo 
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In Ulcerative Colitis 


extensive clinical experience 


conltirms 


L\ZOPYRIN 


to be 

a drug 

of significance 

in to-day s management 
of this distressing 


dis« as 


PHARMACIA 


UPPSALA’: SWEDEN 
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your patient will prefer ‘Decadron’ cexmennsone 


The discovery of ‘Decadron’ has because unlike other 


increased still further the number gsferoids it promotes 
of patients who may now be given the 


immense benefits of corticosteroid @ natural sense 
therapy. wane wa 
— of well-being 


*Decadron’ (Dexamethasone) is available in TWO strengths: ‘Decadron’-75 (0.75 mg.), green, 
half-scored tablets; ‘Decadron’ (0.5 mg.), yellow, half-scored tablets. 

The United Kingdom N.H.S. basic costs are: 7s. 8d. per 10 x 0.5 mg. tablets; 10s. 10d. per 
10 x 0.75 mg. tablets. Prices calculated on dispensing packs of 100 tablets. 


Made in England by 
MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS Qe) 
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Framygen 


Framycort 


save systemic antibiotics for systemic uses 
in skin and eye infections use the 
potent antibiotic specifically for local use 


Framygen and Framycort preparations all contain Framycetin — the potent 
antibiotic that is specific for local use. Framycetin is bactericidal: it is 
effective against all the pathogens commonly found in skin and eye infections. 
Bacterial resistance is very rare, and patient sensitivity has not been reported. 
Framycetin on the skin 

FRAMYGEN CREAM Framycetin sulphate 0.5 


FRAMYCORT LOTION Framycetin sulphate 0.5°,, hydrocortisone acetate BP o.5° 
FRAMYCORT OINTMENT As the lotion, but in a greasy ointment base 


Framycetin on the eye 
FRAMYGEN OPHTHALMIC OINTMENT Framycetin sulphate 0.5°, 
FRAMYCORT OPHTHALMIC OINTMENT Framycetin sulphate 0.5°,,hydrocortisone acetate BP 0.5%, 


Genatosan Ltd Loughborough Leicestershire G38 
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Hospital Diet... 


JOU000D0DNON 


OOOODOOCI 


However adequate, and attractive, the 
hospital diet, it may well be found that the 
patient’s will to eat and power to assimilate 
need a little encouragement. In many cases, 
when it is desired to spare the body physio- 
logical effort and still provide food, Lucozade 
will be found valuable. It is so refreshing 
and stimulating to the jaded palate that it 
creates a new desire for solid food. 


Lucozade is lightly carbonated with an attractive 
golden colour and a pleasant citrus flavour. It 
contains 23.5°,, w/v Liquid Glucose and its 
energy value is 21 Calories per fluid ounce. It is 
supplied in 6 oz. and 26 oz. bottles. 


LUCOZADE 
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Secergan 


phe’ othiazine derivative 


sholinergic 


spasmodic 


SEC ERGAN, combining a rapid antisecretory effect with 

a gentle spasmolytic action, is a new and better treatment 
for peptic ulcer patients. SECERGAN is an advance upon 
"ther agents because it exerts a triple action—it reduces 
the acidity of gastric secretions; it reduces the volume of 
gastric secretions; and it reduces hyperperistalsis 
SECERGAN is an advance upon other agents because it 
produces virtually no side-effects 


SECERGAN Tablets contain 150 mg 
10- «x-dimethylaminopropiony!)-phenothiazine 
methobromide. Bottles of 50 and 250 


helps to bring the 
peptic ulcer patient back to normal 


&31® 


an Astrapharm-Hewlett product 


Astrapharm Limited, Watford. Herts 
© Regutered Trade Mark 
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THE 

BEST 
INVESTMENT 
| MADE 


An Insurance Policy with my profession’s own Insurance Society. 
I’ve never regretted it 


They specialise in 
Non Cancellable With Profit 
SICKNESS AND ACCIDENT INSURANCE. 


LIFE ASSURANCE. 
PERSONAL PENSION POLICIES. 
When you are buying a car why not ask for details of the Hire Purchase Scheme of our subsidiary company 
— the Medical Sickness Finance Corporation of 7 Cavendish Square, London, W.!. Telephone Museum 9348. 
CKNESS ANNUITY 


tf ASSURANCE 
1ETY LIMITED 


Write for particulars, mentioning this advertisement. 
eR Se ll A A 
3 CAVENDISH SQUARE, LONDON, W.I. 


Telephone Langnam 034! 
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The skin of a 
black cat 
wrapped round 


the throat... 


(Oid American remedy 
for sore throat) 


Yi 


today the choice is— _ = // 


Strepsils 


for throat and mouth infections 


Strepsils antiseptic lozenges offer the foliowing advantages in 
the local treatment of mouth and throat infections: 

* Very wide range of activity 

* Rapid bactericidal action 

* Prolonged and soothing effect 

* Contain no antibiotic or local anzsthetic 

* Non-toxic 

* Low cost of treatment 
Strepsils are supplied in vacuum tins of 24 individually- 
wrapped lozenges at a basic N.H.S. price of 1/84d. 


Literature and further information gladly sent on request 


BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM 
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If the answer is: “ Everything!’ you need a 
filing system to master the chaos before the 
chaos masters you — and the most masterly 
filing cabinets are made by Amerson. Smart, 


efficient, in a variety of colours and finishes, | 


Amselock filing cabinets save you time — no 
hunting! — no worry; you cannot lose 
things! They are specially designed to 
accommodate N.H.S. Medical Records and 
can be built up gradually as your practice 
increases. 


For further information, please write to: 


AMERSON Ltd 


(Sole Proprietors of the Amselock Patents) 





MAGNOID WORKS, ALBERT RD., BRISTOL 2 | 


Phone: BRISTOL 78054 


Amselock filing systems are also available from 


leading Surgical Instrument and Office Equipment | 


Suppliers 





Working for the Nation’s Children No. 42 


MOTHER-IN-LAW TROUBLE 


Talking of his many cases recently, an 


| Inspector of the N.S.P.C.C. said, “ I suppose 


as a body, we deal with more cases in which 
there are matrimonial upsets than many other 
organisations. 

“IT had one the other day in which there 


| was mother-in-law trouble. Poor old dear 


—she was no dragon, but was nearing 70, 


| was suffering from diabetes, and was going 
| blind. She certainly needed a bit of attention 
from her daughter, but her son-in-law 

resented this and started to drink. Then 
| came the day ‘when he struck his wife and 
| this, added to the fact that he was keeping 
| her short of money, led her to send for me. 


“You may well ask,‘ Why ?” Well there 
was a boy of 12 and what was happening in 


| that home was having a bad effect on him and 
| in fact he was terrified of his father. We had 


to help him and if in doing so we could make 


| life happier for the others, so much the 
| better. 


“* After a bit of trouble, I was able to get 
the old lady into a home and I am very glad 


| to say she is very happy there. I am pleased 
| to say, too, that all is now well with her 


daughter, son-in-law and grandson.” 
Cases like this—an actual case on the files 


| of the N.S.P.C.C.—are dealt with frequently 
| by the Society: for the scope of the Society’s 


work is very much wider than cases of 
cruelty or gross neglect. If the Society can 
do anything at any time to help children whose 


| welfare, happiness or future is in jeopardy, 


it will do it. This vital humanitarian work 


| depends on your subscriptions and support. 


Please send your contributions to: 


The Director 


N°S*P°C°C 


ROOM 103, VICTORY HOUSE 
LEICESTER SQUARE, LONDON, W.C.2 
The N.S.P.C.C. helped over 
100,000 children last year 
When advising on Wills and Bequests 
remember the N.S.P.C.C. 
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346,000 DOCTORS 


The country with the most doctors is the U.S.S.R. 
with 346,000 or one to every §98 persons 
(Guinness Book of Records. P. 85) 


5,000,000 
GUINNESS 


are enjoyed every day 
(another Guinness record) 


G.E.3249.4 
Sisnneestennnennenananiaaten 
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PAINFUL FOOT STRAIN 


HELPING THE PATIENT TO 
HELP HIMSELF—AND YOU 


The treatment of this common type of pain 
can be carried out by the patient at home—if 
the doctor explains the necessary exercises. 
But in today’s crowded surgeries, there is often 
little time for lengthy explanations. 

With advice from a consultant in physical 
medicine, the makers of Algesal Salicylate 
Cream have prepared a leaflet, available in 
tear-off pads, which describes a course of res- 
torative exercises for strained, aching feet. 

The leaflet ensures that the exercises are carried 
out correctly and explains how to use Algesal 
cream by massage for relief of pain and spasm. 
The patient co-operates in helping himself, and 
gains confidence. 

Other leaflets in this series deal 
with osteoarthritis of the knee, lumbo-sacral 
strain and frozen shoulder. They can be had, 
on request, together with samples of Algesal, 
from E.G.H. Laboratories. 


Algesal 


10°% diethylamine salicylate in a soothing vanishing cream 


NON-IRRITANT, SKIN-PENETRATING SALICYLATE 
FOR THE RELIEF OF RHEUMATIC PAIN BY INUNCTION 


Algesal is not a counter-irritant or a rube- 
facient; it is a means of putting salicylate 
through the skin, at the site of rheumatic pain. 
The active ingredient is carried in a soothing, 
non-staining, white vanishing cream, with a 
mild, pleasant smell of lavender. 
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INDICATIONS 
Fibrositis or muscular rheuma- 
tism, osteoarthritis, tenosynovitis, 
lumbo-sacral strain and local tis- 
sue pain after injury or exercise. 
Algesal is prescribable on Form 
E.C.10, basie N.H.S. price 2/8} 
per tube inc. P.T. 


E.G.H. LABORATORIES: PERU STREET - SALFORD 3: LANCS 
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Contents for April 1960 
Allergy 


THe Prop_eM OF DESENSITIZATION 


By David Harley, M.D., F.R1I.C 
Physician-in-Charge, Allergy Clinic, Central Middlesex Hospital 


Tue Present Stratus oF Skin Tests 
By C. J. C. Britton, M.D., D.P.H 
Physician-in-Charge, Department of Allergy and Consultant Hamatologist, Prince of 
Wales Hospital; Allergist to St. Andrew's Hospital, Dollis Hill 


THE PREVENTION AND MANAGEMENT OF ANAPHYLACTIC REACTIONS 


By D. A. Williams, M.D., M.Sc., F.R.C.P. 
Asthma and Allergy Research Unit, St. David's Hospital, Cardiff 


STEROIDS IN THE MANAGEMENT OF ALLERGIC CONDITIONS 


By C. Allan Birch, M.D., F.R.C.P. 
Physician, Chase Farm Hospital, Enfield, Middlesex 


PENICILLINASE TREATMENT OF PENICILLIN REACTIONS 
By Robert M. Becker, M.D., F.A.C.P 


Attending Physician, Madison General Hospital, Madison, Wisconsin, U.S.A 
ALLERGY IN GENERAL PRACTICE 
By Lindsay W. Batten, M.B., M.R.C.P. 


CurrRENT THeRApeuTICSs CXLVIII.—Some Cuinicat Uses or CHnyMo- 
TRYPSIN 

By Elliott W. Strauss, M.D. 

Assistant in Medicine, Peter Bent Brigham Hospital, Boston, Massachusetts, U.S.A. 


=_——_ =—— — — = SUBSCRIPTION FORM ~*~ "*®2*®:*22-- 
To the Publishing Dept., THE PRACTITIONER, 5 Bentinck Street, London, W.1. 
Please send me The Practitioner post free for one year 


beginning with the 





SUBSCRIPTION RATES 
British Isles — ee E, ~*~ ay 7 are oa 
Canada and U.S.A.. 7-59 


STUDENTS and first-year practitioners are re granted a ee concession at 
£1 5s. (Canada and U.S.A. $3.75). 


Single copies 5s. each (postage 10d.); Special Numbers 7s. 6d. (postage 1s.), 








I enclose remittance value. .. 


Medical School (students only)........ 
Binding Cases for Vol. 183 (July-December 1959) are now available price 6s. post free 











See page Ar3 for details of B.U.P.A. Practitioner Group 








FLUSCORBIN 


The short intensive treatment 
for Influenza and colds 


Fluscorbin is a new preparation combining a massive dose of Vitamin C 
with Phenacetin and Caffeine and alkaloids of Quinquina. It offers 
an effective “ attack” treatment of influenza and the common cold 
by rapidly overcoming the febrile state and stimulating the natural 
defence mechanism of the body. 


Litereture and samples on request. 
NTINENTAL LABORATORIES LTD. 


101, GREAT RUSSELL STREET, LONDON, W.C.1. 
Telephone : MUSeum 2042-3-0626 Telegrams : Taxolabs, Phone, London 
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The short intensive treatment 
for Influenza and colds 


Fluscorbin is a new preparation combining a massive dose of Vitamin C 
with Phenacetin and Caffeine and alkaloids of Quinquina. It offers 
an effective “‘ attack” treatment of influenza and the common cold 
by rapidly overcoming the febrile state and stimulating the natural 
defence mechanism of the body. 


Literature and samples on request. 
NTINENTAL LABORATORIES LTD. 


101, GREAT RUSSELL STREET, LONDON, W.C.1. 
Telephone : MUSeum 2042-3-0626 Telegrams : Taxolabs, Phone, London 





‘ALMACARB’ tablets are prepared from an aluminium 
hydroxide-magnesium carbonate co-dried gel manufactured by an 
entirely new process (Brit. Pat. 812503). The result is a product 

of exceptional stability with a more rapid and prolonged 
acid-neutralising action than that of dried aluminium hydroxide 
gel, either alone or in mechanical admixture with magnesium 
carbonate. 

‘ALMACARB’ tablets sucked at regular intervals will ensure effective 
control of gastric acidity. Used in this way they are preferable to 
liquid antacids both for effectiveness and convenience. 

‘ALMACARB’ tablets are unique because there is no loss of 
neutralising action either on processing or tabletting. 





Dosage 

One tablet to be chewed as 
an initial dose and thereafter 
one tablet to be sucked 
slowly at regular intervals 


Pack 


Individually foi!-wrapped 
tablets 


Basic N.H.S. Prices ee ee ey 

c om m for the relief of digestive disturbances and the pain associated with peptic aleers 
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